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The Use and Proper Dose of Digitaline 


BY HENRY BEATES, JR., M.D. 
Philadelphia, Pa. 


In presenting for consideration clinical 
facts which years of experience have prov- 
en, it is necessary to demonstrate truths 
that are irrefutable, even though conven- 
tional opinion be largely antagonistic. 

In studying that derivative or active 
principle on which the specific therapeutic 
effects of digitalis depend, we are con- 
fronted with the fact that the name “Digi- 
taline” is applied to several of its contained 
glucosides, each one of which possesses dis- 
tinct chemical and physiological properties 
and, so far as molecular formule obtain, 
constitutes a totally different substance. It 
is true that from a therapeutic point of view 
their actions are similar in certain particu- 
lars, but nevertheless associated with varied 
and different physiologic power. Thus there 
is Digitaline Kiliani, Digitaline Belgique, 
Digitaline Chloroformique, Digitaline Ve- 
rum, Digitaline Nativelle, and Digitaline 
Germanicum Merck. 

It is of the latter, and to it only, that the 
following statements apply. 

Another fact of great importance, and 
possessing clinical significance, is the rec- 
ommended and conventionally established 
dose of digitaline. For digitaline Nati- 
velle it varies from 1/600 grain to 1/200 
grain, and. for the other so-called “digi- 


talines” anywhere from 1/100 to 1/60 
grain. 


The result of this wide variation of dos- 
age, and the confusion occasioned because 
of the absence of differentiation of the digi- 
talines, manifests itself by an ignorance of 
their physiological effects, the consequence 
of which is that digitaline, so called, is re- 
garded as variable, unreliable, even worse 
than useless, and not to be compared in 
therapeutic value with the galenical or of- 
ficial digitalis preparations. 

In conversation with one of the world’s 
acknowledged highest authorities as a car- 
diologist, the assertion was made that 
“digitaline” was found to be useless in his 
experience, and to emphasize such belief 
he asserted that the 1/32 grain of digitaline 
(which, not stated) hypodermically was 
administered without demonstrable result! 
Of course such an inadequate dose could 
not but fail to effect a demonstrable 
physiologic influence. 

Seemingly it appears that no thought 
was accorded the fact that that dose, even 
though much larger than is conventionally 
taught and recommended, might have been, 
by careful and intelligent increase, proven 
utterly inadequate for effecting any physio- 
logical reaction, and that adequate dosage 
would result in positive and favorable re- 
actions as certainly as those following 
proper doses of morphina, strychnina, 
atropina, etc., are well known to do. 
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What would have become of these latter 
medicaments if similar ignorance and prac- 
tice had characterized their administrations * 

A comparative study of the physiological 
action of the derivative under consideration 
with the various digitalis galenicals demon- 
strated another fact, to wit: in order to 
secure with certainty restoration of circula- 
tory equilibrium, which, because of one or 
more of a variety of cardiac and vessel 
lesions, was seriously impaired or lost, the 
galenicals required doses that would cause 
distressing gastric and even gastrointestinal 
disturbances, and, per contra, that with 
doses essential for the same end digitaline 
Germanicum Merck in gr. % three or four 
times daily as an average rule proved suc- 
cessful with absence of this distress, or at 
most with an insignificant degree of dis- 
comfort. 

Recently, literature is beginning to rec- 
ommend a departure from the long preva- 
lent belief that galenical digitalis should 
be given in doses of from five to eight 
minims of the tincture; a grain of the 
leaves, and the adoption of doses of the 
tincture varying from f3ij to f3iij and 
even f5iv, according to particular methods 
of reéstablishing circulatory equilibrium. 

Laboratory study has proven that the 
principle referred to was equivalent in 4 
grain dose to 15 minims of a standardized 
tincture. Consider, therefore, how such 
inadequate doses of digitaline Germanic 
Merck as 1/100 of a grain, or even the 
1/32 grain above mentioned, would utterly 
fail to demonstrate its therapeutic value. 
Years of clinical test have shown that this 
active principle practically represents the 
total equivalent or therapeutic activity of 
the crude drug, and differs from the latter 
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in being almost entirely free from those 
associated properties which in full doses 
provoke gastrointestinal distress. 

Bearing in mind, then, that digitaline 
Germanicum Merck in %4-grain dose is the 
equivalent of fifteen minims of standard- 
ized tincture, it becomes self-evident that 
to obtain with certainty “digitalis effects” 
14-grain doses must be administered. 

Again, as this derivative possesses rela- 
tively little tendency to induce gastric dis- 
order, and is as certain in action as any 
known active principle of the entire materia 
medica, the conclusion is inevitable that 
for the best results of digitalis therapy it 
constitutes the weapon of choice. 

It is not the province of these remarks 
to detail the conditions indicating digitalis 
therapy, but it may be stated that it is 
serviceable in all lesions for which digitalis 
is commonly employed. It possesses the 
great and superior advantage of uniformity 
of physiological power, which galenical 
digitalis does not. It can therefore be con- 
fidently relied upon, and in adequate doses, 
other things equal, never fails to effect the 
desired results! In emergency its hypo- 
dermic administration in from % to 1 grain 
doses diluted in from 10 to 20 Cc. normal 
salt solution will establish reaction in from 
twenty minutes to half an hour. Its pow- 
erful vasoconstrictor action will cause 
cellulitis and even abscess, if it be not well 
diluted when given hypodermically. Its use 
intravenously has not been attempted, and 
because of the promptness with which it 
acts subcutaneously, the involved risks ren- 
der it advisable to not so employ it. During 
many years of continued administration 
the much-dreaded cumulative action has not 
once been encountered. 












Critical Comment on Current Methods of Public 
Education in Venereal Disease’ 


BY j. E. RUSH, S.B., C.P.H., M.D. 
Special Consultant, the U. S. Public Health Service 


This meeting serves to emphasize the 
fact that the importance of hygiene, sani- 
tary science, public health, preventive 
medicine, or whatever one chooses to call 
it, is coming to be more properly appreci- 
ated. The matter of sex hygiene (and this 
includes consideration of the question of 
certain diseases associated with the genito- 
urinary system) is but a part, but neverthe- 
less a very important part, of this larger 
field. 

The first requisite of a public health 
movement which attempts to control these 
diseases is candor; we must “call a spade 
a spade.” So let us make our start by 
speaking of syphilis and gonorrhea rather 
than of the “venereal” diseases, the “social” 
diseases, or “the social evil,” although in 
addition to these two we recognize chan- 
croid and gangrenous balanitis as coming 
under this classification ; these latter are for 
the most part comparatively rare, generally 
localized and self-limited, while syphilis is 
a generalized infection, often congenital, 
indirectly or directly causing perhaps ten 
per cent of our total mortality and an im- 
measurable amount of morbidity; and gon- 
orrhea is a chief cause for sterility, also 
responsible for the greater part of abdom- 
inal surgical operations in the female. Let 
us be specific and direct in our statements. 
Another objection which I have to the much 
hackneyed term ‘‘venereal,” besides the fact 
that it clouds the issue, is that not all of 
these diseases are contracted in venery. 
When by reason of our terminology we im- 
.ply just this, it is not correct and does not 
include ophthalmia neonatorum, congenital 
lues, vulvovaginitis, syphilis contracted by 
the common use of pipes, razors, and the 
like. Let us also realize that any of these 





1Prepared for the Institute on Venereal Diseases 
pa by the U. S. P. H. S. at Washington, D. C., Novem- 
er, 1920. 
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manifestations are as truly syphilis and 
gonorrhea as when those diseases are con- 
tracted during sexual congress. This is a 
most important point, for if we can but 
get the public to realize that sometimes 
syphilis and gonorrhea are innocently con- 
tracted, it will not only make them more 
charitable in their attitude, 
far toward removing the 
surrronds these conditions 
mind to-day. 

Those investigators who are interested 
primarily in preventive measures will 
realize that the real problem before us, the 
one which offers the possibility of the 
greatest return on the investment, is the one 
directed toward the control of syphilis and 
gonorrhea and does not concern itself ac- 
tively with the other two above mentioned 
diseases (chancroid and gangrenous balan- 
itis), in which the mortality is practically 
nil and in which for the most part there is 
no effect on the next generation. Let us 
see clearly that this is the real issue. A 
comparison here may be of some value. 
Had the city of Pittsburgh some years ago 
passed ordinances with regard to detection 
and isolation of typhoid carriers, milk ex- 
aminations, and the like, and spent its 
money enforcing these, it is safe to say 
that their typhoid rate would scarcely have 
been affected; instead they built a slow- 
sand-filtration plant for the treatment of 
their water supply, and now typhoid fever 
is so rare in Pittsburgh that one can scarce- 
ly find a case at the hospitals for teaching 
purposes, and when such a case is located 
and its history learned it is generally found 
to have been imported. This is an ex- 
cellent example of the relative value of 
different procedures in a public health pro- 
gramme, and the method of meeting any 
specific set of conditions is the most diffi- 
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cult problem for the novice; for he lacks 
the training necessary for nice judgment as 
to relative returns to be expected from 
various activities. 

This is real preventive medicine—that 
is to say, the emphasis is placed just where 
it belongs. The old saying “An ounce of 
prevention is worth a pound of cure” is 
just as true now as ever it was, so instead 
of bending our efforts to “close the barn 
door after the colt is out,” let us close it 
before, for this latter is distinctly less work, 
as we don’t have to chase the colt. Let us 
place more emphasis on prevention and 
less on possible cure, for with a ratio of at 
least the proverbial sixteen to one, the end 
result will be a much happier world. As 
an illustration of just what I mean: A 
short time since I reported to a trained 
bacteriologist that both bacteriological ex- 
amination and sanitary survey showed a 
certain water-supply to be potentially dan- 
gerous. His reply was in the form of a 
query as to whether or not the supply in 
question had yet caused a typhoid outbreak. 
This is not the spirit of modern sanitary 
science. 

You know well some of the other great 
achievements in the field of preventive 
" medicine, such as malaria control, yellow 
fever suppression, and the like, and while 
the control of gonorrhea and syphilis is 
somewhat analogous, it is much more diffi- 
cult, though the difficulties are by no means 
insurmountable. In typhoid fever, yellow 
fever, and malaria the vicious cycle of the 
disease may be broken by controlling a cer- 
tain element in the environment; for exam- 
ple, in typhoid fever this element is the 
water and milk supplies (chiefly), in yellow 
fever and malaria the element easily con- 
trolled is the mosquito and its breeding 
place. Gonorrhea and syphilis, like the 
diseases enumerated above, are specific 
communicable diseases, but the chief method 
of infection is through personal contact— 
fomites, carriage by the lower animals, 
and other indirect means of conveyance 
playing a very minor rd6le; and as is readily 
seen there is no intermediate part of the 
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vicious cycle, in which the causative agent 
is in the environment, offering to the sani- 
tarian an easy point of attack in order to 
check its dissemination. 

In malaria, yellow fever, and typhoid 
fever it is only necessary to educate the 
executives of a community in the problem 
of control (we could almost use the term 
eradication when referring to these dis- 
eases), and when the issue has been clari- 
fied to these few individuals, the proper 
methods can be instituted and the public 
becomes educated by having the results 
forced upon them. In gonorrhea and 
syphilis, on the other hand, it will be neces- 
sary to educate the majority of the people 
in a community before obtaining any great 
results; to mold public opinion before all 
the proper steps can be instituted; for here 
the individual himself or herself is the 
dangerous element to the community. 

As above stated, there is no means of 
controlling the spread of syphilis and gonor- 
rhea through interrupting their dissemina- 
tion by a control of some environmental 
factor, for these diseases are spread through 
intimate contact. We cannot, therefore, 
by education of a few members of the com- 
munity institute adequate preventive meas- 
ures as we can in typhoid fever, yellow 
fever, or malaria. Another difficulty in the 
attack upon these diseases is our present 
idea of morality—those moral or immoral 
principles which in their present-day appli- 
cation account for approximately ninety 
per cent of all the blindness in both eyes 
and seventy per cent of all abdominal 
operations on females, not to mention the 
percentages of individuals in our insane 
asylums due to congenital or acquired syph- 
ilis, and those others the victims of angina 
pectoris, aneurism, tabes, and the long list 
of other manifestations of the spirochete. 
Still another difficulty which we must face 
at once is the generally accepted double 
standard of morality, and in any course of 
lectures the absurdity of such an attitude 
should be clearly pointed out. 

We must not, however, be too pessimistic, 
for “while the mills of God grind slowly, 
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they grind exceeding small.” A decade 
ago to have mentioned syphilis or gonorrhea 
in a mixed audience would have been to be 
branded as a social outcast; to-day we may 
speak without reserve to such selected 
audiences as this—a fact which denotes 
progress; but we are still very far from 
the millennium, and for the most part the 
general public would rather hide its head 
like the foolish ostrich, when these diseases 
are mentioned, than face the issue, which 
later is forced upon them when they pay 
the penalties enumerated above. 

In all dealings with the sex impulse, it 
must ever be kept in mind that it is a 
primitive, instinctive appetite; like hunger 
or thirst, but different in that it becomes 
more prominent at adolescence and wanes 
after middle life, whereas the other two 
are present while life exists. The effect of 
national prohibition should be _ recalled 
here—alcohol, which is always a depressant, 
has been an important factor in the past in 
the spread of syphilis and gonorrhea. Its 
depressing effect is first evident on the 
higher cerebral centers, with a resulting 
loss of the normal moral tone and conse- 
quent exposure. 

How then are we to approach this sub- 
ject? Will an appeal to morals or to fear 
help? Only a very limited few will be 
reached by this method—we have been do- 
ing this since the era of Christianity, but 
with no visible effect on the problem. But 
the churches and ministers can help, if 
into their curriculum of study for young 





men preparing for the ministry they will 


include a good course in sex:hygiene which 
the minister on graduating is capable of 
presenting to the boys and men of his 
church. This question of morals is a very 
curious one. Last year in Pittsburgh such 
films as “Fit to Fight” and the “End of 
the Road” were suppressed, but we were 
allowed to have our full quota of “vam- 
pire” films. 

This illustrates very definitely that ignor- 
ance of the importance of this subject is 
not confined alone to the masses, and 
shows a real need for education among 
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certain of those who hold this important 
means of molding public opinion—e.g., our 
moving-picture censors, for the motion 
picture is a wonderful means of education 
when properly employed. This reaction is 
not alone the property of certain moving- 
picture censors; it is found in our State 
Boards of Education in their attitude 
toward the introduction of sex hygiene 
into our secondary schools and in many 
other positions of responsibility, where, 
judging by the position alone one would 
suspect the incumbent to be properly ori- 
ented toward this matter, which is of the 
most vital importance to the whole nation. 

Can parents help in this matter of edu- 
cation? They have done little in the past, 
perhaps because they did not possess a 
vocabulary to express themselves comfort- 
ably. Would it be a success if we tried now 
to educate the parents? Probably, the task 
of reaching them by lectures is too great, 
and they cannot be depended upon to read 
and correctly interpret proper literature put 
into their hands. The family physician, 
when informed on the subject, is also prob- 
ably too busy for the task. Would exten- 
sion lectures, regularly advertised, be of 
any value? I doubt very much if a speaker 
could get a sufficient audience to warrant 
the effort, much less reach a majority of any 
given community. What about noon-day 
lectures to factory hands? Some slight 
results might be obtained this way, but the 
time is very short for the development of 
such a subject. Circulars in the pay envel- 
opes are, too, a very uncertain method, but 
probably will do no harm. 

What shall we do with the prostitute, 
either male or female? We must not pass 
over this question too rapidly; prostitution 
has always existed, and one would be very 
optimistic to think it might be eradicated. 
To a certain extent the commercial prosti- 
tute may be controlled, but it seems reason- 
able to suppose that among the clandestine 
prostitutes disease incidence is probably 
higher. This is a very vexing question, 
and I would only point out in passing that 
when we say prostitute we must think of 
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others besides the commercial individual 
and must have our legislation and enforce- 
ment far-reaching enough to include this 
other class. It must be remembered, too, 
that if we take the commercial prostitute 
from her accustomed haunts we must see to 
it that she has some trade or occupation 
whereby she can earn her livelihood, for 
many prostitutes are undeveloped mentally. 
Mere placement in a new environment is 
not sufficient, and they should be closely 
followed by our social agencies. 

If we were not previously convinced that 
education never harmed any one, the results 
obtained by the effort of the U. S. govern- 
ment to make our army fit during the world 
war would clinch the matter. True, the task 
was entered into for purely selfish reasons 
(to produce an efficient body of men), but 
if it is worth while in time of war, why 
not in times of peace?—and the govern- 
ment’s programme was one of intensive 
education: lectures, quizzes, lantern slides, 
moving-pictures, everything to get the mes- 
sage across. And then for the keystone of 
the arch, prophylactic stations were estab- 
lished for treatment when necessary. It 
would seem as though this tried and suc- 
cessful method would be the most promis- 
ing procedure, and it can be applied gradu- 
ally to any community. We should adopt 
this programme—for the establishment of 
prophylactic stations offers no particular 
difficulty, and the advantage of their use 
would soon be apparent even to an apathetic 
public; but the method of education does, 
simply because people are not yet advanced 
enough to realize the value of such infor- 
mation. Every possible method should be 
used to educate the general public, particu- 
larly the younger generation, and at the 
same time executives in educational work 
should have the matter of including such 
courses in their curricula brought clearly 
to their attention. 


With but a limited amount of money 
available for an educational programme it 
should be remembered that the difficulty of 
reaching the adults in the population is 
much greater than that of reaching the 
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younger set. The latter can often be 
reached in large groups in schools and vari- 
ous other organizations. The adults have 
their habits fairly well crystallized, and any 
attempt to reach them is palliative rather 
than preventive. Let us educate the edu- 
cators and others who are leaders in the 
formation of public opinion and by this 
means reach the present younger genera- 
tion. Our programme is one which should 
look many years to the future for any ap- 
preciable decrease in these diseases, so we 
should not be discouraged if early efforts 
are not particularly successful. Persons 
trained in preventive hygiene realize the 
truth of this latter statement, and it should 
be impressed upon those other workers in 
the field who have no such training but 
whose splendid enthusiasm makes them 
very valuable, in order that they will not 
lose their courage if early attempts are not 
signally fruitful. The difficulties which 
beset the road are legion, and the only way 
advance can be made is by steady, scientific, 
rational measures—we must keep “peg- 
ging away.” 

In high schools they generally teach a 
smattering of the physiology of the circula- 
tion and perhaps of respiration, but this, 
the most important of all, the physiology of 
reproduction, is tabooed. I know of only 
one high school in which this subject is 
claimed to be properly taught, and perhaps 
it is just as well, for it is work for an 
expert in this particular field. And when I 
say an expert I mean a good teacher, inter- 
ested in the subject he is teaching, but one 
who possesses more than the interest of 
the layman, and while I admit never having 
had any pedagogy (and perhaps I am the 
better for it) I feel that it will not be out 
of place to gfve some personal ideas on the 
necessary qualifications of a teacher in this 
particular subject (though they may be of 
more general application). 

First of all, he must have had extensive 
training himself along biological and medi- 
cal lines—this is fundamental, and if you 
think it an unnecessary statement look at 
the training (or rather lack of it) that most 
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of our teachers in hygiene, particularly in 
the secondary schools, have had. To this 
should be added, if possible, some expert or 
consulting work in the field chosen so that 
the teacher will not grow stale but keep up 
with the procession of ideas in the world. 
In hygiene, more than in any other field of 
educational endeavor, are we less willing 
to recognize the “authority” who is with- 
out training and whom we might refer to 
as a mental Topsy—who “just grew.” 
Training, preferably in sanitary science and 
preventive medicine, is an absolute prere- 
quisite. 

Secondly, the teacher must speak in 
simple language easily understood by the 
students—he must project himself back to 
the position where he was when he was 
his students’ age; in other words, he must 
always realize that he is not addressing a 
group of experts in his particular field. The 
teacher is not necessarily an orator, perhaps 
it is better if he is not, but he should be 
able to present facts clearly and concisely. 

Thirdly, the teacher must be sincere and 
enthusiastic. Unless he possesses all three 
of these fundamentals his course will be a 
failure and he will have wasted the time 
of his students, which time is regarded alto- 
gether too lightly in many schools. If the 
course is not successful, examine it care- 
fully from the standpoint of the three re- 
quirements given above. You will be sur- 
prised how often the failure is due to the 
non-recognition of the first one named, and 
yet one would expect but little from a 
teacher in any other field if he had had no 
fundamental training. And let .me caution 
you that a course just labeled “Hygiene” 
will not fill the bill; it must have the proper 
content. I have known of such courses 
which were largely drivel on physiology, 
climatology, or dietetics, and do recall here 
that the waste of the student’s time in 
taking such a course, while important, is 
the least important factor, for not only has 
his time been wasted, but most noteworthy 
of all, a subject of relatively no importance 
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has displaced information of the greatest 
import, and the student is without the 
knowledge to which the time of the course 
was dedicated. 

I believe that it is possible to attack the 
problem in the last years of the high school 
curriculum (if we can provide proper teach- 
ers), and most assuredly it can be handled 
in our institutions of higher learning where 
hygiene is included (and if it is not taught 
it should be, and that properly). Of course, 
each sex should be separately taught and 
the instructor should be of the same sex 
as the class. Think what a terrible reproach 
it was at Panama when some of those ex- 
amined were told they had syphilis, gonor- 
rhea, or both, and they replied that they did 
not know such disease existed! Would this 
not be a most terrible reproach on any of 
our institutions of learning? And yet the 
possibility exists! I wish I had time to 
detail to you the results of a survey made 
by me about three years ago relative to the 
teaching of hygiene in our colleges. This 
teaching need not be confined to the schools 
—organizations about churches, boy and 
girl scout troops, and the like offer a fertile 
field for the dissemination of proper hy- 
gienic information. If rightly approached 
it is not difficult to interest students in a 
I shall 
be very glad to give you one of these mim- 
eographed copies of the outline of the course 
in Public Hygiene which I am giving at 
the Carnegie Institute of Technology. It 
represents an attempted biological approach 
to this subject, and appeals to the pride of 
the student from the standpoint that inas- 
much as he is being trained to become a 
leader in his community, so he must be a 
pioneer in this—I do not hesitate to 
call the most important subject in the world 
to-day. 

And while we are helping to form public 
opinion on this subject, let those of us who 
occupy the unimportant places in the world 
not be discouraged. Remember that “They 
also serve who only stand and wait.” 


scientific exposition of sex hygiene. 








Random Notes on Treatment 


(A Second Paper) 
BY CHARLES GREENE CUMSTON, M.D. 


Privat-docent at the University of Geneva, etc., Geneva, Switzerland 


I. Treatment of Meningeal Phenomena in 
Apical Pneumonia. 


Although absolute expectation in pneu- 
monia has its good side, and although all 
untimely medication is to be avoided, one 
must, on the contrary, act energetically as 
soon as these patients develop meningeal 
symptoms. In these circumstances the 
treatment of the pneumonia is of less im- 
port—although it must not be overlooked— 
than the general state of infection of the 
patient. Hutinel believes in interference— 
and in this we agree—even when the nature 
of the inflammatory meningeal process is 
not established. The notions that have 
been acquired as to the part played by tox- 
ins in general show the necessity of favor- 
ing the elimination of these products by 
way of the natural emunctories and espe- 
cially by the kidneys. 

When once intoxicated, the nervous sys- 
tem can no longer play its important part 
of regulator of the organic defences; the 
centers are compressed by congestion and 
their normal functions are interfered with; 
therefore, decompression should be made 
in order to relieve the patient. Hence, two 
excellent therapeutic means — baths and 
lumbar puncture. 

The French observers, especially Au- 
frecht and Netter, have insisted upon the 
good results obtained in these cases by hot 
baths at the temperature of 38° C. (100.5° 
F.) to 40° C. (104° F.), lasting for ten to 
twelve minutes, and repeated every three 
to four hours. A tepid sinapized bath also 
produces good effects in children. Briefly 


stated, baths possess an action in the nerv- 
ous centers whose essence escapes us, but 
the reality of which is affirmed by the im- 
mediate results obtained. 





Lumbar puncture, employed for decom- 
pressing the nervous centers, is not always 
exempt from danger, but nevertheless it 
may rapidly produce favorable effects, and 
for this reason it should be resorted to. 
Puncture will cause coma to disappear, and 
usually it causes headache to subside and, 
therefore, instantaneously relieves the pa- 
tient. But since the cerebrospinal fluid is 
rapidly reproduced, puncture may have to 
be repeated once or several times. 

Local decompression may be obtained by 
the application of cold compresses, fre- 
quently renewed, on the patient’s head, and 
personally I think that these give more de- 
cided relief than the ice-bag. Local bleed- 
ing—leeches behind the ears—intestinal de- 
rivation by a purgative enema, cutaneous 
revulsion with mustard or dry cupping on 
the limbs, neck or trunk, and wet packs, 
are all old, well-tried procedures that give 
excellent results and are far too much neg- 
lected by the younger members of the pro- 
fession, who rely upon the chemist for de- 
vising products usually unreliable when 
applied in practice. And here let me say 
that in the cases under consideration it is 
more prudent to abstain from the use of 
hypnotics, such as chloral, opium, or the 
bromides. j 

Injections of salines in children is like- 
wise a rational procedure as it raises the 
pulse and relieves the adynamia, while 
diuresis is assured. However, saline in- 
jections are to be resorted to with reserve, 
and some observers, especially Loeper and 
Laubry, are adverse to the method. 

So much for medical treatment in the 
strict sense of the term. Other observers 
of more daring temperament have resorted 
to quite special measures, especially in 
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purulent meningitis. Paget has drained the 
cord both for obtaining decompression and 
for the elimination of the bacteria and their 
toxins. Others have drained the cranial 
cavity in the parietal region. Corvé and 
Bambilla have injected a solution of subli- 
mate into the subarachnoid space, while 
with the object of rendering the pus more 
fluid, Kroenig injects a saline solution into 
the medullary cavity. It is hardly necessary 
to add that the two latter procedures will 
scarcely find adepts among rational physi- 
cians, not to say surgeons. 

Spinal injections of collargol are really 
efficient in some cases, but to my mind it 
should only be given in intravenous injec- 
tions. These are devoid of danger. 


II. The Treatment of Scarlatina and Its 
Complications. 


I am firmly convinced that.the milk diet 
in this disease should be discarded and that 
the achloride diet should be substituted, as 
renal complications are less liable to occur 
with a saltless regimen, and on the whole 
convalescence is more rapid. An exclusive 
milk diet weakens the patient so that recov- 
ery is longer in taking place, and it does 
not prevent the development of nephritis 
as has been generally supposed. 

It is all-important to carry out rigorous 
antisepsis of the skin, pharynx, and nasal 
fosse. In the first place, keep the patient 
strictly in bed in a room moderately warm 
in winter in order to avoid chilling, which 
unquestionably has much to do with the 
development of complications. Each day a 
soap-and-water bath at the body tempera- 
ture should be given in order to keep the 
cutaneous surface clean and to remove the 
squame. After the bath rub the entire 
body with a good quality of cologne-water 
—it is an excellent hygienic measure. 

The pharynx should be swabbed three 
times daily with the following when the 
angina is mild: 

R Resorcinol, 2 grammes; 

Glycerini, 30 Cc. 


When the angina is severe and false 
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membrane is present the following is ex- 
cellent : 
R Menthol, 10 grammes; 
Pulv. camphor, 5 grammes; 
Ol. olive, 30 Cc. 
In adults a gargle with freshly prepared 
5 per cent Labarraque’s solution is effective. 
This is, as is known, a solution of sodium 
hypochlorite and is of unquestionable value 
as an antiseptic. In children who are un- 
able to gargle, the mouth should be swabbed 
out with these solutions. The gargle or 
swabbing should be repeated seven or eight 
times in twenty-four hours. The teeth 
should also be brushed after taking food. 
Before or after each pharyngeal appli- 
cation a teaspoonful of the following should 
be allowed to run into each nostril: 
& Pulv. camphor, 15 centigrammes ; 
Menthol, 30 centigrammes; 


Resorcinol, 2 centigrammes ; 
Ol. olive, 50 Cc. 


As to the diet, it should be liquid, com- 
posed of soup with macaroni, and cream 
with eggs, as long as tumefaction of the 
tonsils renders swallowing painful; but as 
soon as the angina has subsided commence 
with solid food, such as fish, dry or fresh 
vegetables in purée, vermicelli, preserves, 
eggs, fat, bread—all without salt. For 
drinks give freely of diuretic decoctions, 
such as dog-grass, cherry-stems—very ef- 
fective—and uva ursi, to which some syrup 
may be added, while Evian water is equally 
good on account of its low content in sodium 
chloride. ; 

A daily examination of the urine should 
invariably be made, and if albuminuria ap- 
pears, limit the nitrogenous foods and in- 
crease the carbohydrates. The bowels 
should be kept open by mild laxatives. A 
soupspoonful of castor oil or a formula 
containing magnesium should be given at 
least once a week. Attention to the skin, 
mouth, pharynx, and nasal fosse should be 
carried out carefully for not less than three 
weeks. By this means suppurating otitis 
media may be avoided, but should any 
symptoms pointing to this serious complica- 
tion arise active treatment must be insti- 
tuted at once. 
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As soon as the first symptoms develop, 
namely, violent otalgia, deafness, tinnitus 
aurium, etc., a sedative and antiseptic 
treatment must be maintained until the 
diagnosis of pus in the middle ear has been 
made. Then the tympanum must be incised. 
Morning and evening instil the -following 
after warming in hot water: 

R Phenolis (C. P.), 30 centigrammes; 


Morphine hydrochlor., 5 centigrammes ; 
Glycerini, 15 Ce. 


Disinfect the nasopharynx with the fol- 
lowing gargle: 
R Resorcinol, 3 grammes; 
Aq. dest., 300 Cec. 
And with a nasal ointment as follows: 


k Eucalyptol, 
Resorcinol, 4a 30 centigrammes ; 
Vaselini, 30 grammes. 


In nurslings and young infants carbolic 
acid should not be used. Interfere surgical- 
ly 2s soon as possible in order to avoid ex- 
tension of the process to the mastoid cells, 
as well as delay in recovery. Make a 
large incision in order to give exit to all 
the pus, after which inflation, or Valsalva’s 
method, should be done to force out the 
pus from the cavity of the tympanum. For 
the three or four days following the audi- 
tory canal should be washed out with 1:8 
volumes of hydrogen peroxide. When sup- 
puration decreases instil a 4-per-cent resor- 
cinol-glycerin solution at night and _ irri- 
gate in the morning with Dakin’s solution. 
Should a periauricular dermatitis develop 
due to irritation from pus, the following 
may be used: 

RK Zinci oxid., 3 grammes; 


Resorcinol, 30 centigrammes ; 
Vaselini, 15 grammes. 


When convalescence from the scarlatina 
is well established the patient may be al- 
lowed to sit up for a few hours each day, 
but not before the end of the third week 
from the onset of the disease. The daily 
baths are to be continued until the thirtieth 
day. 

As to the treatment of acute postscarla- 
tinal or postinfectious acute nephritis, it is 
the same as the scarlatina itself in so far as 
the chloride-free diet is concerned. Milk is 


no more indicated in nephritis than in scar- 
let fever, and should be replaced by diuretic 
decoctions and Evian water. 

According to the particular indications 
presented by the development of certain 
other complications, additional therapeutic 
measures may be used. Thus bleeding, wet 
or dry cupping over the lumbar region, 
puncture of a hydrothorax, bilateral or not, 
interfering with respiration, or removal of 
ascitic fluid when too abundant, will some- 
times be required. Should the heart become 
weak, subcutaneous injection of 20-per-cent 
camphorated oil is about the best of all 
remedies. 


Ill. The Treatment of Pulmonary Gan- 
grene in Children. 


Hygienic measures such as are to-day car- 
ried out in rooms and hospital wards are 
the basis of prophylaxis of pulmonary gan- 
grene. Otitis, so common in children, must 
be carefully treated in order to prevent 
embolic pulmonary gangrene from occur- 
ring. The same applies to bronchiectasis 
and acute or chronic gastroenteritis. This 
said, how shall we treat a patient when 
pulmonary gangrene has developed? 

First, there is medical treatment. (1) 
The patient’s strength must be maintained; 
(2) attempt to disinfect the pulmonary 
focus; and (3) combat the predominating 
symptoms. Let me say, however, that in 
children the diagnosis of pulmonary gan- 
grene is difficult and is frequently not made, 
perhaps in not more than 33 per cent of 
the cases, because the two most important 
symptoms—fetid breath and expectoration 
—are absent in about 66 per cent of the 
cases in children. 

The patient should be kept in bed in a 
large, well-aired room. A nourishing diet 
of milk, eggs and raw meat is essential. 
Wine, brandy, iron, and cinchona are 
indicated. 

Inhalations of creosote vapor have been 
known to be beneficial. The cough and 
high temperature are to be controlled by 
opiates, salicylic acid, and quinine. 

In the fuso-spirillary form of gangrene 
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novarsenobenzol can be given intravenous- 
ly in progressively increasing doses—fifteen 
to sixty centigrammes—every fifth day, and 
it would appear that hemoptysis and al- 
buminuria are not contraindications to the 
use of this treatment. But the most recent 
medical treatment is that advised by Dujour 
and Semelaigne, which consists of injections 
of Weinberg’s antigangrenous serum, which 
was used with success during the war in 
gas gangrene. As this treatment has just 
been published, I would refer the reader to 
the original source which appeared in the 
Bulletin de la Société médicale des H6pi- 
taux de Paris, Jan. 11, 1920. 

Surgical treatment consists in making an 
artificial pneumothorax, and since the rea- 
son is obvious I need not go into details. 
Suffice it to say that it has given excellent 
results and is to be thoroughly recom- 
mended. In the pleural form of pulmonary 
gangrene, pleurotomy and serotherapy are 
the only proper therapeutic methods. 

If surgical treatment of the pulmonary 
gangrenous focus is indicated by the sever- 
ity of the symptoms and as a life-saving 
measure, it must be undertaken at a very 
early date in the process. It is formally 
indicated in every case of pulmonary gan- 
grene in which there is a single, extensive 
but distinctly limited focus, with a serious 
general state and a menace of septicemia. 

Large incisions should be made into the 
focus in order to thoroughly empty it and 
to remove the strips of parenchymatous 
slough. A large thoracotomy, with resec- 
tion of the ribs in proportion to the extent 
and depth of the gangrenous focus, should 
be done. The pulmonary incision should 
be made with the thermocautery and the 
focus freely exposed at a point, and after 
it has been thoroughly inspected by both 
sight and touch, the cavity having been 
cleaned out, it is packed and drained. 

Unfortunately, in children the gangrene 
usually exists in multiple foci in both lungs, 
so that surgical interference is not very 
often indicated. I might, perhaps, put it 
according to personal experience as about 
one case in six. 
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IV. The Treatment of Catarrhal Icterus. 


Among the various forms of icterus 
should be distinguished: (1) Lithiamic 
icterus, nearly always preceded by pain 
characteristic of biliary colic; (2) acute 
alithiamic icterus, which may offer the fol- 
lowing modalities: benign catarrhal icterus, 
the expression of some mild infection ; seri- 
out infectious icterus, 
and serious toxic icterus. 


clinically mild; 
I would simply 
recall syphilitic icterus or, more properly 
speaking, the jaundice following the intra- 
venous exhibition of the new 
products. 

In the case of catarrhal icterus, the in- 
toxication from the digestive tract should 
be dealt with by both diet and medication. 
An absolute milk diet is indicated when 
there is marked loss of appetite. The milk 
should be diluted with Vichy or Vals water, 
and should have the cream removed when 
possible. If the appetite is preserved, a 
vegetable diet with macaroni, fresh vege- 
tables, etc., should be ordered. As soon as 
the stools are again colored the usual diet 
may be begun again, but with all due 
caution. 

Medication strictly speaking consists of 
the exhibition of purgatives, cholagogues, 
and enemata. Sodium sulphate, sodium and 
potassium tartrate are preparations fre- 
quently prescribed. They can be given in 
different ways either in small doses, two to 
four grammes, in a glass of tepid Vichy 
water every morning for several days, in 
which case they act as cholagogues, or they 
may be given in laxative doses, six to eight 
grammes, or in purgative doses of fifteen 
to thirty grammes. 

Benzoate of sodium and sodium salicylate 
are very frequently utilized, alone or com- 
bined. They act as disinfectants and chola- 
gogues, but the salicylate must not be given 
if any renal lesion exists. Formin is also a 
good remedy in the dose of one to two and 
a half grammes in twenty-four hours, while 
calomel as a diuretic and intestinal antisep- 
tic has its indications, but one should be 
careful of this drug as it may cause violent 
colic in certain patients or even provoke 


arsenical 
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phenomena of intoxication. Podophyllin, 
euonymin and ox-gall may be prescribed, a 
good formula being: 
BR Res. podophyllin, 2 milligrammes ; 
Fel bovis inspissat., 25 centigrammes. 
In capsul. No. 1. 


D. tal. dos. No. L. 

S.: One capsule after each meal but not more 
than four a day. 

Daily cold enemata give good results. 
They cleanse the bowel, activate its contrac- 
tions, and empty the gall-bladder by reflex 
action; they consequently control the ha- 
bitual constipation present in jaundice. 
They should be given at a temperature of 
18° C. (65° F.) to 20° C. (68° F.) and 
are to be retained for five minutes, during 
which time a light massage over the liver is 
done. 

Pruritus is a very disagreeable phenom- 
enon in icterus. It should be dealt with by 
general warm hydrotherapy, hot alkaline 
baths, lotions, and powders. A soupspoon- 
ful of camphorated alcohol to one liter of 
water makes a good lotion, or a 2-per-cent 
chloral solution may be used. 

After the lotion the parts are powdered 
with: 

R Talcum, 100 grammes; 

Menthol, 50 centigrammes. 

Or the cutaneous surface may be painted 

with: 


k Glycerini, 60 Cc.; 
Chloroformi, 20 Cc. 


V. The Treatment of Fistule of the Neck 
of Dental Origin. 


Fistulz in the neck arising from some 
dental lesion are most commonly the result 
of a periodontitis, which is the initial phase 
of every dental abscess. Those due to al- 
veolar necrosis or that of the jaw itself, 
such as that met with following the erup- 
tion of a wisdom-tooth, although seeming 
to be due to alveolar necrosis or necrosis of 
the maxillary bone, are in reality due to 
a periodontitis, the primary and fundamen- 
tal process without which no necrosis can 


occur. 
Fistule of dental origin can be divided 
into direct or communicating odontopathic 





and adeno-odontopathic fistule. The 
symptoms are both general and local, and 
among the latter the principal ones are 
necrosis of the tooth, its color, insensibility 
to pain, and opacity. The diagnosis must 
be made from congenital sinuses, fistule 
due to cervicofacial actinomycosis, tubercu- 
lous adenitis, syphilitic osteitis, and abscess 
of the neck. The diagnosis of direct odon- 
topathic varieties may present some little 
difficulty. Every tooth not carious which 
gives rise to an abscess should be treated 
without delay. The treatment of fistule 
will vary according to the dental lesion 
or those of the jaw giving rise to them. 
First of all let it be said that the treat- 
ment of a tooth the source of a sinus, if 
the former be in relatively good condition, 
will probably be of little avail, although it 
will be for the dentist to decide. Extraction 
of a tooth should never be attempted if it 
can be avoided, but when it acts like a 
foreign body and irritates the jaw, it must 
be removed. When a fistula exists in a 
child, the jaw being still undeveloped, the 
molars can be extracted because the evolu- 
tion of the maxilla and teeth, especially the 
wisdom-teeth, will help in filling up the gap 
left by the extracted molar. It is essential 
for the physician to ascertain for himself 


that all sequestra have been removed, be- . 


cause should any remain the sinus cannot 
be made to close. 

Buccal antisepsis must be obtained, and 
for this gargles with a 3-per-cent potassium 
chlorate or one of the following should be 
used: 


R Thymol, 2 grammes; 
Alcohol, 90°, 50 Cc.; 
Aq. dest., q. s. ad 200 Cc. 


Or a decoction of marshmallow will be 
found very soothing if there be still come 
buccal inflammation. Twenty grammes of 
the root should be boiled in 300 Cc. of water 
and continued until this is evaporated to 
250 Cc., and then to this is added 750 Cc. 
of a 3-per-cent boracic acid solution. This 
is used as a gargle every hour or so. 

Every other day a 3-per-cent solution of 
zinc chloride should be slowly injected into 
the fistula in order to provoke hyperactivity 
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of the healthy cells and at the same time to 
destroy the morbid tissue. If the case is 
seen early in its evolution and the tooth has 
been removed, the abscess will not open on 
the neck or cheek, but an internal blind 
sinus will be found in the alveolar ridge 
opening into the buccal cavity. The treat- 
ment is to wash out the alveola with anti- 
septic solutions with a small syringe, and 
the patient should gargle several times a 
day with a hydrogen peroxide solution not 
stronger than four or five volumes, or a 
3-per-cent salicylic acid solution. 

When all the buccal and maxillary symp- 
toms have subsided the sinus conditions 
must be dealt with. In practice the point 
we should aim at is that after cure of the 
sinus the site of its orifice in the neck shall 
not be seen, but fistulz in the neck of dental 
origin almost invariably result in very un- 
sightly cicatrices. This is due to the fact 
that the repair in the depths of the tissues 
often goes on irregularly, and in order that 
a cicatrix shall be homogeneous, elastic, and 
without adhesions, it is essential that the 
granulation tissue shall develop evenly at 
all parts at the same time, and that union 
shall take place from the bottom toward the 
surface. 

When the track of the sinus escapes all 
direct regulating interference on account of 
the small dimensions of its caliber or from 
a very sinuous course, the usual treatment 
is to push in a gauze wick. This is a blind 
and a slovenly method, and will fail, but 
unfortunately this is frequently done, much 
to the patient’s disgust and discredit to the 
physician. 

What should be done is to inject the 
sinus with a fluid substance which by 
cooling becomes solid, and by molding itself 
in the lumen of the sinus causes equal and 
even pressure on the walls, thus obliging 
granulation tissue to develop evenly. Beck’s 
bismuth paste or paraffin may be used, but 
I think still better results can be obtained 
by ambrine—a mixture of wax and resin— 
which melts at 60° C. and can be injected 
at a temperature of 70° C. into the sinuses. 

Now, if the sinus is undergoing vicious 


cicatrization, or if it is impossible to inject 
these pastes, modifying injections should be 
made directly into the perifistulous tissue, 
with thiosinamin thyiodide, or, better still. 
with thiosinamin, using the following 
formula: 
& Thiosinamin, 10 grammes; 
Glycerini, 20 grammes; 
Aq. dest., 70 grammes. 
A cubic centimeter of this solution should 
be injected every second or third day and 
usually effects a cure. 


VI. The Treatment of Surgical Tubercu- 
loses in Children by Artificial Venous 
Hyperemia. 


It will be assumed that the reader is 
familiar with the technique and the instru- 
ments necessary for producing venous 
hyperemia in different regions of the body, 
therefore no allusion will be made to them, 
the writer merely desiring to give the 
indications and contraindications for this 
method in the treatment of various tuber- 
culous surgical affections met with in 
children, based on his personal results. 

As might be expected, the duration of 
the treatment is extremely long and it is 
quite impossible to give any mean estimate, 
the lesions themselves being more or less 
serious and more or less curable. But all 
things considered, the time required for a 
cure is unquestionably less than by immo- 
bilization in a plaster cast, and I do not 
think that the latter treatment ever gives 
such good ultimate functional results as 
are almost always obtained by venous 
hyperemia. 

This procedure must not be regarded as a 
universal panacea—far from it. In many 
children in whom this treatment was begun 
I have been obliged to discard it after a fair 
trial because there was no evidence of 
amelioration. There are certain joints which 
lend themseles to this treatment better than 
others, and I am disposed to believe that 
the knee-joint is, for example, less favor- 
able for this method than the instep, elbow, 
or wrist. As to the hip-joint, it completely 
escapes the hyperemia produced by the 
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band, but abscess formation in this articula- 
fion can in some properly selected cases be 
dealt with by the application of suitable 


cups. Nevertheless I believe that one 
should not systematically exclude certain 
joints or certain regions from hyperemic 
treatment, because there is here only a 
question of the clinical form of the 
tuberculous process, and even in the case 
of the knee I have had several very striking 
results. 

It is a difficult matter to describe dis- 
tinctly differentiated forms of a disease 
whose lesions are usually mixed ones. 
However, it may be admitted that in a 
general way hyperemia is more effective in 
peripheral lesions involving especially the 
soft structures, and that it acts with far less 
effect in bone lesions in the strict sense of 
the term, and for certain forms venous 
hyperemia is completely contraindicated. [ 
have found that peripheral tuberculosis of 
the tendon sheaths and white swelling at its 
onset when a fluid collection—hydrops 
tuberculosus—is present respond to the 
treatment under consideration quite quickly 
and distinctly. In these cases the bone 
lesions are often very trifling, the joint is 
large and distended, the tendon sheaths 
and the culs-de-sac filled with fungous 
products can be outlined under the skin, 
a pseudo-fluctuation is almost always 
detected, while movement is painful and 
generally limited. 

By venous hyperemia the intra-articular 
fluid disappears, pain ceases, and the result 
is that movements become freer; then the 
condition remains stationary, and _ for 
months the treatment does seem to 
produce any notable change. But never- 
theless important changes do actually take 
place in the fungous products; their soft- 
ness is replaced by a sclerous state, trans- 
forming the tendon sheaths into hard, thick 
cords. The sclerous tissue also develops 
around the cured joints, and 


not 


this is 


one of the absolutely certain outcomes of 
hyperemia. 

Occasionally, time may be gained by 
aspiration of the joint and withdrawal of 
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the fluid contents, but usually the amount 
of fluid removed is rather small because the 
fungous masses play an important part in 
the distention of the joint. The application 
of a cup after puncture will facilitate the 
issue of the fluid. But if the physician does 
not feel perfectly secure as to his asepsis, 
he should positively abstain from perform- 
ing puncture of the joint, because it is a 
very serious matter to infect a closed 
tuberculous process, and, on the other hand, 
the hyperemia appears often to act better 
on closed tuberculous lesions than on the 
open ones. 

When the case is a white swelling with 
marked osseous lesions, a distinction should 
be made between the large joints like the 
shoulder or knee and the small joints like 
the carpus or tarsus. The latter are par- 
ticularly favorable for this treatment. Its 
action is first manifest on the painful 
phenomena, and it is really remarkable to 
see these very painful joints become almost 
painless after a few hours of treatment, 
while the vicious position assumed by the 
limb improves in a few weeks’ time. On 
the other hand, as there is no immobilization 
by a cast, the vitality of the limb is better 
maintained, which is of capital importance, 
and the conditions of cure of the involved 
joint are much more favorable than in any 
other method of treatment with the excep- 
tion of heliotherapy. 

3ut a cure of the osseous lesions requires 
a certain time, and in these cases venous 
hyperemia is slow in its effects, but this 
surely applies to heliotherapy and to plaster 
casts as well. I have always noted that 
excepting those cases in which the compli- 
cations present were in themselves contra- 
indications for this treatment, tle attending 
physician and patient were prone to be 
wanting in perseverance; several months 
or even years of a plaster cast with all its 
disagreeable features never frightened the 
patient, while a single month of treatment 
by venous hyperemia seemed very long. 
This can perhaps be accounted for because 
wearing no appliance and suffering less, the 
patient expects quicker results. Therefore, 
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when beginning this treatment it is well to 
warn the patient that patience will be 
required on his part, and when once the 
morbid process is well in hand it is better 
not to examine the parts too frequently in 
order to avoid depressing the patient—and 
the physician as well—by noting a state of 
affairs that they both believe to be station- 
ary. 

In cases of tuberculous lesions with 
sinuses the action of this treatment on the 
fungous products at the opening of the 
sinus is truly remarkable. This and the 
disappearance of the intra-articular fluid 
always surprise the patient and the family. 
The fungous products collapse, exuberant 
granulation tissue flattens out, and the 
cutaneous erythematous lesions in the 
neighborhood rapidly subside, while the 
sinus tends to close spontaneously without 
injections of modifying fluids or scraping. 

It is interesting to note the disappearance 
of the pain, the joint becoming completely 
painless, and I have known patients who 
have had to be restrained from overexertion 
of the parts or from walking when the foot 
was the seat of the lesion, so complete was 
the recovery from painful phenomena. 

I have had no experience with this treat- 
ment in cases of tuberculosis of the 
diaphyses. Therefore I am not competent 
to deal with this subject, but in tuberculous 
sinuses arising from necrosis of the ribs I 
have obtained excellent results. These 
lesions are particularly obstinate to treat- 
ment, usually requiring repeated scraping 
or excision. The resulting deformity in 
these cases is well known to all. In two 
cases the sinus closed in five weeks and left 
a slightly depressed cicatrix connected to 
the rib by a fibrous cord, the only remain- 
ing trace of the sinus. These patients have 
been respectively two and four years under 
observation and have remained cured. 

Tuberculous tumors and abscesses should 
also be included among lesions proper for 
this treatment. The elastic band or cups 
should be chosen according to the site of the 
morbid process to be dealt with. 

In lesions predominating in the bone, with 
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or without a sinus, seated in the elbow or 
knee, I do not think that venous hyperemia 
is capable of much good, and these cases 
should be treated by other measures, espe- 
cially heliotherapy. 

In order to briefly sum up my experi- 
ence I would say that in these cases the 
improvement noted is confined to the 
concomitant peripheral lesions. The lesions 
in the bone persist, and will usually require 
surgical treatment for the purpose of 
extracting sequestra or giving issue to 
tuberculous matter pent up in the bone. 
Hyperemia will be powerless to act upon 
these lesions. It must not be supposed, 
however, that the time consumed in resort- 
ing to hyperemia before resorting to surg- 
ical measures has been lost. On the 
contrary, I have never had cause to regret 
this preliminary treatment. By decreasing 
the intensity of the peripheral lesions an 
improvement in the patient’s general condi- 
tion ensues, so that the surgical act can be 
undertaken in much better circumstances 
than otherwise. And I feel prepared to say 
that venous stasis is very useful after scrap- 
ing or other interference on the bones, 
because it prevents invasion of the wound 
by fungous products and thus prevents in- 
terminable suppuration, which is frequently 
the consequence of surgical interference in 
tuberculous osteitides. 

Among the tuberculous lesions of the 
small bones there is a peculiar form— 
namely, spina ventosa—which does not 
seem to be influenced by this treatment. I 
believe this is because the damage done by 
the lesion itself, and afterward by the oper- 
ation which is always necessary, results in 
a useless finger, and that for this reason 
amputation is the only logical procedure. 

It is hardly necessary to add that among 
the contraindications for venous hyperemia 
are cases of tuberculous arthritides of long 
standing that have reached the phase of 
pathologic dislocation. When they still 
suppurate the bone lesions are situated so 
deeply that the result of treatment is more 
than doubtful. If the suppuration has 
ceased and the joint has recovered with 
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ankylosis, osteotomy is evidently the only 
rational measure if the patient’s health will 
permit of its being done. 

Finally, when the evolution of the lesions 
is very rapid, as in the case of tuberculous 
osteomyelitis, or when the lesion is very 
advanced, the joint will then be very disor- 
ganized, being in reality nothing but a puru- 
lent pocket with an atrophied limb. Such 
serious lesions are a menace to the entire 
organism and require urgent treatment in 
order to avoid the development of rapidly 
fatal visceral lesions. Consequently there 
is no question about temporization and all 
conservative measures of treatment must be 
discarded, the only resort left being ampu- 
tation. 


VII. Treatment of Actinomycosis of the 
Mammary Gland. 


From its very nature, actinomycosis in 
general is hardly an affection whose local- 
izations are susceptible of undergoing retro- 
gression sponte sua. Most usually all 
actinomycosic lesions offer this special char- 
acter, namely, to invade and progress 
Logically, actinomycosis of the breast 
should obey the same law of evolution that 
governs other local varieties of the process, 
and in point of fact it would appear that 
a mammary gland when once invaded by 
the parasite offers it an excellent soil for 
its development. 

Undoubtedly the manner in which infec- 
tion has taken place has its importance. 
Thus we know that primary actinomycosis 
of the breast is much less serious than the 
secondary form. But experience has also 
taught that secondary forms of the dis- 
ease are unquestionably more frequent in 
man. No matter what may be the origin 
and pathogenesis, actinomycosis of the 
breast is in itself an important lesion, re- 
plete with serious consequences. It is not 
merely a simple destruction of an organ, 
but also and above all the slow and pro- 
gressive disappearance of the _patient’s 
health that is serious. Therefore, this fatal 
outcome must be prevented at all cost, con- 
sequently early treatment is urgent. 
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Little need be said of medical treatment 
with iodine or with local injections or ap- 
plications of this medicament. It appears, 
and this I know from personal experience, 
that usually surgical interference is the only 
chance offered for procuring a cure and, 
incidentally, recovery from the disease, 
upon the condition that the surgical act is 
resorted to in sufficient time. For that mat- 
ter it is only when the phase of suppuration 
has been reached that we can be positive 
of the diagnosis. Now at this time it is 
of utmost importance not to lose time; 
excision of the breast is our only resource 
for obtaining a radical cure. 

If by chance the physician is lucky 
enough to see the patient at the onset of 
the process, and therefore at a time when 
its nature can only be suspected, iodine 
treatment should be commenced. Since 
Poncet’s numerous experiments we know 
that potassium iodide cannot be regarded 
as a specific of actinomycosis, no matter 
what may be said to the contrary. Never- 
theless it is recognized, since the first 
papers published by Nocard, that the iodide 
will often render an immense amount of 
service, and very often its exhibition at the 
same time as surgical treatment is a precious 
adjuvant to the surgical act. It is unques- 
tionable from the many data obtained by 
experimental work that potassium iodide 
has no action on the parasite whatsoever, 
but it produces around the parasitic masses 
an important leucocytosis which is followed 
by a process of sclerosis which swallows 
up the parasite and opposes an effective 
barrier to its development. 

But if this end is to be obtained the 
lesions must be recent and the drug must 
be given at their onset, at a time when the 
true nature of the process can only be 
suspected. This is the principal point. As 
to the dose which should be exhibited, 
opinions differ. Some advise very small 
doses—fifty centigrammes to four grammes 
—given for twenty days with an interval 
of five days rest. Others on the contrary 
recommend massive doses of four to eight 
grammes for shorter periods and longer 
intervals of rest. 














Now experience has shown that from 
fifty centigrammes to two and a _ half 
grammes has resulted in the cure of nu- 
merous cases of actinomycosis in other 
localizations than the mammary gland, so 
that these medium doses can be utilized 
with the hope of success in cases of 
suspected actinomycosis of the breast or 
in those in which a diagnosis has been made 
fairly early in the evolution of the lesions. 
Briefly put, the treatment with the iodide 
will be effective only when begun at an 
early phase of the process and continued for 
a very long time. 

When the evolution of the process is 
already advanced and infiltration of the 
breast is very extensive, the iodide treat- 
ment may produce a temporary improve- 
ment, but not a cure, even when given at 
the daily dose of ten grammes, and I un- 
hesitatingly say that when the process has 
become ever so little advanced the only 
rational treatment is surgical, because by 
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it only can a radical cure be obtained, and 
this means excision of the breast. 

As soon as suppuration has become 
established I feel that it is very imprudent, 
to say the least, to defer operation. I have 
witnessed one or two disasters on this ac- 
count, and therefore cannot admit the use 
of other measures advised in place of op- 
eration; consequently they will not be 
referred to. 

In order to be successful the lesions 
must be completely removed. Total ex- 
cision of the breast must be done and 
dissection must be carried out over the 
thorax. If any doubt exists as to the in- 
tegrity of the aponeurosis or muscles they 
should be freely removed. The technique 
of the operation need not detain us; it is 
the modern procedure used for removal 
of the breast in general. The essential 
point is to accomplish a free and wide 
incision, the incisions being made in per- 
fectly healthy structures. 


3 RUE BELLOT. 


Silver-salvarsan and Its Uses’ 
BY H. SHERIDAN BAKETEL, A.M., M.D., F.A.C.P. 


Professor of Preventive Medicine and Hygiene and Lecturer on Genito-urinary Diseases and Syphilis in Long 
Island College Hospital; Attending Syphilologist, Volunteer Hospital, and Urologist to the 
; Infantorium; New York 


Silver-salvarsan introduced into 
therapy early in 1918 by Kolle, of Frank- 
fort, the successor of Ehrlich, who was 
working on the drug at the time of his 
death. Extensive clinical use has indi- 
cated that this product is a decided step for- 
ward in the specific chemotherapy of syph- 
ilis. 


was 


Silver-salvarsan is the result of the acti- 
vation and biological reénforcement of 
salvarsan It is a complex 
combination of the disodium salt of dioxy- 
diamino-arsenobenzol with silver oxide, 
with the composition of Ag,O.2 (NH, 


with silver. 





1 Read at the New York Academy of Medicine before 


the Greater New York Medical Association, April 18, 
1921, 


(ONa)C,H,As).,, as 
Bauer, and Hallstein. 

The H. A. Metz Laboratories are mak- 
ing silver-salvarsan and have demonstrated 
its identity with the foreign product. It 
appears to be less toxic than salvarsan to 
experimental animals. Kolle and Ritz 
found that silver and its salts exert a de- 
cided antisyphilitic action on experimental 
syphilis in rabbits. The official toxicity 
test requires a 20-per-cent higher tolerated 
dose than salvarsan. Tests conducted by 
the Hygienic Laboratories of the U. S. Pub- 
lic Health Service have shown that its 
trypanocidal activity is approximately twice 
that of salvarsan and three times that of 
neosalvarsan. The increased antiluetic 


shown Binz, 
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action of silver-salvarsan is explained by 
the synergistic action of silver and sal- 
varsan. 

The drug contains about 20 per cent of 
arsenic and 14 per cent of silver, and is a 
brownish-black powder, easily soluble in 
cold water, with an alkaline reaction. 

This new arsphenamine product has been 
clinically employed in Europe for some- 
thing over two years, and more than one 
million doses have been administered. 

Since its clinical use in this country was 
commenced last October I have adminis- 
tered or been present at the injection of 
nearly 3000 doses. As a result of my ob- 
servations I have reached these conclusions : 

1, Silver-salvarsan is better borne than 
any of the other arsphenamines, a strik- 
ingly few reactions having come to my at- 
tention. 

2. Chancres, mucous patches and condy- 
lomata disappear with great rapidity in the 
great majority of cases. 

3. The quantity of the drug employed is 
very small, lessening the chances of reac- 
tion. 

4. The serological results, as far as ob- 
served, are easily comparable with the other 
arsphenamines, both in primary and _ sec- 
ondary lues. 

5. Mercury is not actually necessary, at 
least in the primary and early secondary 
stages. 

6. Many patients are able to return to 
their places of business from the hospital, 
clinic, or office, although this procedure is 
not to be recommended as routine practice. 

The usual maximum dose is 0.25 gramme. 
This dosage is markedly in contradistinc- 
tion to the maximum doses of arsphena- 
mine and neoarsphenamine, 0.6 and 0.9 
gramme respectively. The dose is based 
on the fact that silver-salvarsan is at least 
twice as active as salvarsan and three times 
as active as neosalvarsan. 

My plan has been to administer to men 
and women alike 0.1 gramme at the first 
treatment. Four days later the patient 


receives 0.15 to 0.2 gramme, according to 
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sex and physical condition. The dosage is 
then increased so that men receive a max- 
imum of 0.25 gramme for the third injec- 
tion and women 0.2 gramme. In some 
instances I have given robust men 0.3 
gramme and women, who could apparently 
bear a larger amount, 0.25 gramme, and 
in no instance has the slightest difficulty 
ensued. 

When originally introduced into medical 
use the technique of preparation of the 
solution of silver-salvarsan called for the 
sprinkling of the contents of an ampoule 
on the surface of 5 Cc. of sterile, double- 
distilled water. It dissolves rapidly and 
completely. Then enough 0.4-per-cent 
sterile saline solution was added to make 
the dilution 30 Cc. per decigramme. This 
dilution, or one approximating it, has been 
used very largely in this country by many 
of the clinical investigators who are study- 
ing the drug. 

On the other hand, a few physicians in 
the United States and very many in Europe 
utilize more concentrated dilutions with 
satisfaction. 

Major Walson, U. S. Army (Am. J. 
Med. Sci., March, 1921), who reports on 
the treatment of 800 cases with 6000 injec- 
tions of silver-salvarsan, uses 20 Cc. of 
freshly distilled water, with no saline, for 
any sized dose and injects by means of a 
glass syringe. Kolle (Deut. med. Woch., 
No. 2, 1920) has employed as little as 10 
Cc. of distilled water to each decigramme 
of the drug. 

I commenced by dissolving the silver- 
salvarsan in 5 Cc. of distilled water and 
adding 45 Cc. of 0.4-per-cent saline, mak- 
ing 50 Ce. of fluid to the decigramme. The 
injection was made with the salvarsan 
gravity apparatus. I then dropped to 40 
Ce. of fluid per decigramme and later to 
30 Cc., then to 20 Cc. per decigramme, and 
of late have been experimenting with 10 
Ce. of distilled water to the decigramme, 
using no saline, and administering by 
means of a glass syringe. The patients ap- 
pear to bear the concentration quite well, 
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only one reaction having been observed. 
I am not ready to advise this method as 
yet, however. 

What is the purpose of the saline? Its 
use not only tends to produce a solution 
somewhat nearly isotonic, but more essen- 
tially it is added for the purpose of dis- 
persing the colloid condition of silver- 
salvarsan sodium and thus tending to 
prevent any possibility of precipitation of 
the drug within the blood stream. 

There is no doubt but that distilled water 
may be used, but the sodium chloride gives 
an added protection to the human economy. 

Distilled water will produce little if any 
laking of the red cells. These statements 
are based on the work of Einstein and 
Bauer. 

I feel, if one is to employ concentrated 
solutions, that three minutes by the watch 
should be utilized in introducing such a 
solution into the circulatory system. 

Grave results are likely to follow a more 
rapid injection. 

The technique of administration is sim- 
ilar to that of any other arsphenamine. 
Silver-salvarsan ampoules should be im- 
mersed in 95-per-cent alcohol for fifteen 
minutes. If no crack in the glass develops 
the ampoule is opened and the contents 
sprinkled on the surface of the water. 

Upon the completion of the solution it 
should be filtered through previously mois- 
tened sterile cotton or gauze. The brownish- 
black solution is then put into the gravity 
apparatus or, if a sufficiently concentrated 
solution is to be used, drawn into the 
syringe. ; 

As silver-salvarsan is believed to have 
an irritating effect upon the tissues, the 
operator should be certain that his needle 
is properly introduced. When the back- 
ward flow indicates free entrance into the 
vein, the tubing or the syringe is attached 
to the needle and administration is under- 
taken very slowly. Upon the withdrawal 
of the needle the site of the injection should 
immediately be covered with sterile gauze 
and manual pressure exerted. When bleed- 


ARTICLES 551 


ing has stopped the area should be covered 
with collodion. 

Mercury is not recommended for use in 
combination with silver-salvarsan, at least 
in the early stages. The progenitors state 
that “if silver-salvarsan is well tolerated by 
the patient, the use of mercury is not indi- 
cated in lues in the primary and secondary 
stages. Except for local treatment, mer- 
cury should only be resorted to after the 
salvarsan treatment has been stopped and 
in cases in which salvarsan treatment gen- 
erally is not tolerated, or in patients who 
are hypersensitive to arsenic. This also 
applies to patients in whom the Wasser- 
mann reaction does not show negative re- 
sults after from 10 to 14 injections.” 

Foreign observers are divided upon the 
advisability of utilizing mercury with the 
silver arsphenamine. 

Gennerich (Deut. med. Woch., No. 45, 
i918) does not believe in the use of mer- 
cury. He positively states that, he obtains 
negative Wassermanns quicker with silver- 
salvarsan alone than with other salvarsans 
even when mercury is employed. He is 
only in favor of mercury when a third 
course is necessary. 

Galewsky (Munch. med. Woch., No. 5, 
1920) reports upon two years’ experience 
with silver-salvarsan and says he prefers 
it alone rather than in combination with 
mercury. He is of the opinion that in the 
drug we have the best antiluetic yet brought 
out, and finds that it has less after-effect 
than any he has used. 

There are, however, some men who pre- 
fer to combine mercury with silver-sal- 
varsan. 

Major Walson, U. S. Army (ibid.), gave 
practically all of his 800 patients mercury 
in the form of gray oil. His advice is to 
“sive mercury with silver-salvarsan until 
it has been definitely proved that mercury 
is unnecessary.” 

I believe, with H. N. Cole (J. A. M. A.), 
that gray oil is of no value as a synergist 
to arsphenamine. Walson’s success may be 
due to the action of the silver-salvarsan, 








552 


which he says (ibid.) “is the strongest 
spirocheticide, as well as being the least 
toxic of all arsenobenzol preparations, ac- 
cording to results obtained from animal 
experimentation, that has yet been intro- 
duced, and nothing has so far developed 
in its clinical application to contradict these 
observations.” 

It seems to be the general impression 
that silver-salvarsan has at least an equal 
serological effect with salvarsan or neo- 
salvarsan, but I have not carried a suf- 
ficient number of cases to a conclusion to 
enable me to form a definite opinion upon 
this important phase. I have had 22 cases 
which have completed at least one course. 
Of these 17 were changed from positive to 
negative. In three of the others there was 
a reduction in the degree of positivity, and 
in two others there was no change in the 
reaction. Three cases were tertiary, and 
the others primary and secondary. One of 
the tertiaries changed to negative; the other 
two remained positive and are receiving 
further treatment. 

Major Walson says (ibid.) : “Our syph- 
ilitic registers show 516 patients have com- 
pleted the first, second or third course of 
treatment; approximately 70 per cent of 
these cases gave a negative Wassermann 
after first course of treatment, 25 per cent 
gave a negative Wassermann after second 
course of treatment, and 5 per cent gave a 
negative Wassermann after third course 
of treatment.” 

What is the amount of silver-salvarsan 
necessary? In treating syphilis I believe 
we undertreat our cases with arsenicals. 
When employing salvarsan in the ordinary 
primary or secondary case, I insist on not 
less than 20 injections the first year, given 
in three courses of ten, six, and four re- 
spectively, with an abundance of bichloride 
of mercury, 1 grain, two or three times a 
week intramuscularly. 

A month should elapse between courses. 

When neosalvarsan is the drug of choice, 
24 injections, in three courses of twelve, 
six, and six respectively, is my routine. 
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Naturally I feel that silver-salvarsan 
should be given in equally heroic dosages. 
I am recommending that patients take three 
courses of twelve, ten, and eight injections, 
with intervals of one month. 

Major Walson (ibid.) gives his cases 28 
injections. His routine is: 

“Treatment consists of four courses of 
silver-salvarsan and gray oil; an interval 
of four days between each dose in the first 
course of treatment and seven days in other 
courses. 

“In the first course of treatment the first 
dose is fifteen-hundredths (0.15) gramme 
of silver-salvarsan. 

“Second dose is two-tenths (0.2) gramme 
of silver-salvarsan, and each of the remain- 
ing five doses of the first course is three- 
tenths (0.3) gramme of silver-salvarsan. 

“At the end of the first course of treat- 
ment a Wassermann blood test, and then 
thirty days’ rest. 

“In the second course of treatment 
three tenths (0.3) gramme silver-salvarsan 
for each dose, with seven-day intervals, 
then two and a half months’ rest. Course 
consists of seven doses. 

“The third course same as the second, 
with ninety days’ rest. 

“The fourth course same as second of 
third course. 

“In conjunction with and at the same 
time of each injection of silver-salvarsan 
give eight-hundredths (0.08) gramme gray 
oil, intramuscularly. 

“A Wassermann blood test is recom- 
mended after each course and a spinal fluid 
examination after the second course. Dur- 
ing the second year of the disease every 
three months a Wassermann blood test and 
lumbar puncture with a complete serological 
examination of the spinal fluid. If at any 
time the Wassermann becomes positive 
treatment is renewed. If at the end of the 
twenty-fourth month the Wassermann blood 
test and spinal fluid are negative the case is 
considered cured.” ; 

It has been my privilege to familiarize 
myself with the work of a considerable 
number of observers in New York and 
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other cities, and the consensus of opinion 
is that in silver-salvarsan the profession has 
an addition to antiluetic therapy which bids 
fair to become the leader in the treatment 
of syphilis. 

Silver-salvarsan is being utilized in a 
number of the hospitals in New York and 
throughout the country. At the Vander- 
bilt Clinic, New York, in the service of 
Dr. Fordyce, more than one thousand in- 
jections have been given under the immedi- 
ate direction of Dr. Isadore Rosen, and Dr. 
Fordyce is also employing it in his work at 
the City Hospital. 

Dr. M. B. Parounagian is using silver- 
salvarsan almost exclusively in his service 
at Bellevue Hospital. 

The drug has been given extensive clin- 
ical use at the Skin and Cancer Hospital, 
in the service of Dr. Dudley D. Stetson; at 
the Corrections Hospitals, in the service of 
Dr. B. P. Thom; at the Volunteer Hospital, 
in the service of the writer; and in a num- 
ber of the other leading institutions. 





Diseases of Infants Due to Prolonged 
Feeding with Excess of Carbo- 
hydrates. 


In the British Medical Journal of Febru- 
ary 26, 1921, BLock states that common to 
all children fed on a carbohydrate diet is 
their great susceptibility to all infections. 
These children nearly always have some 
infection, most often of the mucous mem- 
branes or a simple dermatitis. When seri- 
ous acute infections set in they will as a 
rule react with an enormous loss of weight, 
due to the surplus water in the tissues sud- 
denly being excreted 

The prognosis of these cases is always 
very serious and distinctly unfavorable 
when the vital parts are degenerated 

The most important point in the treat- 
ment of these children is careful nursing 
and the use of stimulants. Furthermore, 
their diet must be altered so that they obtain 
the substances they have been without for 
so long—that is, protein and fat. The best 
way of doing this is to give them a wet- 
nurse. If one is not available they must be 
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fed on a diet the basis of which is sterile 
milk, diluted according to age. Care must 
be taken, however, not to give too large 
quantities at first. In particular, when giv- 
ing cow’s milk it is necessary to be very 
careful, as by taking more than can be 
digested the child might get chronic dys- 
pepsia or genuine atrophy. 

It is a mistake also suddenly to stop the 
supply of carbohydrates, and still worse to 
put these miserable children on a diet of 
water or tea, from which he has often seen 
the most disastrous results. When the milk 
diet is started the children must be given 
as much carbohydrates as they can digest 
at their respective ages. The best course to 
pursue is, naturally, to employ a wet-nurse 
at the same time, and in the most serious 
cases this is the only means of saving the 
child’s life. 

In these cases the feces become not only 
sour and fermented, but fetid and irritat- 
ing ; the skin of the buttocks gets red if the 
soiled napkin is left in contact with the 
child’s skin only for a short time. If the 
irritation is repeated many times, the skin 
will be affected by weeping intertrigo all 
over the napkin area. It is, however, not 
only the skin which shows the effect of the 
irritation of these evacuations. The mu- 
cous membrane of the intestines, particu- 
larly the large gut, reacts at first with slimy 
secretion, later with hemorrhage, and with 
brisk peristalsis. As a consequence the 
child is restless owing to attacks of colic 
and frequent foul-smelling evacuations. 
Gradually there ensues a typical colitis, 
which in many cases is very serious. He 
has termed this disease “colitis amylogene- 
tica,” because of its association with carbo- 
hydrate, particularly starch. It*occurs in 
a mild form in the younger infants; only 
the older and stronger children show char- 
acteristic “colitis amylogenetica,’ and his 
experience indicates that it is more frequent 
amongst children in the country. The 
reason why it is so frequent must be sought 
in the prolonged and ill-advised use of the 
so-called constipating diet. (During this 
treatment the child is often given only 
arrowroot and water, or barley water.) 








554 


Another cause of its frequency is no doubt 
to be found in the disinclination of many 
doctors to administer milk and milk prep- 
arations to children suffering from diarrhea, 
though a milk diet is undoubtedly in most 
cases the best treatment for chronic infan- 
tile diarrhea. Even in the case of infectious 
toxic cholera infantum a milk and water 
diet is much to be preferred to barley or 
oatmeal water. 

He has seen quite a number of children 
wrongly treated by means of a long-con- 
tinued constipating diet, and many of them 
have been in a most miserable condition, 
particularly when they have been simul- 
taneously loaded with bismuth and silver 
nitrate, combined with enemas of the latter. 
He has seen children become scorbutic 
under this treatment. 

The evacuations may remain watery in 
spite of the milk diet, which contains only 
trifling quantities of carbohydrates. It may 
in these cases be necessary to give the in- 
testines a complete rest, by giving the child 
for one or, at the most, two days, boiled 
water only, or weak tea, without milk or 
sugar, but with saccharin if necessary. On 
the second or third day milk diet may be 
started (one part of milk and two parts of 
water) ; and at the same time may be given 
increasing quantities of protein milk. It 
is not easily fermentable, and therefore is 
most suitable for the treatment of these 
cases of chronic colitis. 
lows: 

To one liter of rich milk is added one 
teaspoonful of Hansen’s liquid rennet. The 
milk is then placed in a water-bath at a 
temperature of 42° C. for half an hour; 
it is poured through gauze, when the coagu- 
lum is collected and the whey drained off. 
The casein is now rubbed through a very 
fine sieve, and this is repeated ten times. 
The first few times the casein is mixed 
with half a liter of buttermilk, and later 
with an equal quantity of water. After 
mixing, the liquid should pass readily 
through the sieve. The protein milk is 
now boiled with continuous stirring and 


It is made as fol- 
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the desired quantity of sugar added (usual- 
ly 30 grammes of sugar). After the addi- 
tion of sugar the milk is quickly cooled with 
continuous stirring, and then once more 
passed through the sieve. The prepared 
protein milk must be kept in a cool place. 

Apart from the diet, he administers prep- 
arations containing tannin, preferably acorn 
cocoa in milk. If it does not agree he uses 
albumin tannate, which has the advantage 
over metallic salts of being non-toxic. It 
can be safely given in doses of a couple 
of grammes a day for a long time, even to 
quite young children. In some cases bis- 
muth salts will give better results, the best 
being bismuth subsalicylate. If, however, 
the motions are not stained black, the drug 
may be stopped, as it is having no effect. 
As bismuth is a poison, it should never be 
administered for a long period, and it ought 
to be a fixed rule never to give bismuth, or 
preparations containing tannin, to a child 
when on a diet of water or tea. These 
constipating drugs will only give satisfac- 
tory results when taken with milk and milky 
or other foods. 

The oatmeal and barley-water diet will 
generally be sufficient in cases of ordinary 
acute dyspepsia, particularly in those fre- 
quent cases in which the diarrhea is due to 
overfeeding with milk and milky foods, 
causing a pronounced protein decomposi- 
tion in the intestines. Here it is essential 
that the. barley-water should be thin and 
never sweetened with more than two per 
cent of cane sugar. Such a diet is meant 
to be a starvation diet, intended to give 
the intestines a rest. In the case of 
an ordinary diarrhea, the bowels will act 
normally after a few days of such a con- 
stipating diet, and the children may then 
gradually be given their usual food. 

By the term “milk,” as used above, is 
understood good fresh milk which has just 
been brought to the boil. Raw milk might 
have just the opposite effect, and this is the 
reason why children suffering from these 
intestinal complaints should always be given 
boiled milk. 














Editorial 





TWILIGHT SLEEP. 





We have on more than one occasion dis- 
cussed in the editorial pages of the THERA- 
PEUTIC GAZETTE this subject, which at- 
tracted so much popular attention some 
years ago, and our Progress columns have 
not infrequently contained abstracts of 
articles dealing with it. 

In a recent issue of the Jllinois Medical 
Journal, Dr. Miner published her experi- 
ence with twilight sleep in obstetrics. Be- 
coming interested in this subject five years 
ago she went to Chicago to study it further. 
As a result of her experience she differs 
from those who have asserted, and many 
of these assertions have been made by per- 
sons of authority, that twilight sleep can 
be used only in institutions where the patient 
can be under constant observation with the 
assistance of trained assistants. 

Dr. Miner believes that there is no reason 
why a woman in her own home should not 
be relieved as well as in a hospital provided 
the obstetrician will give her the time neces- 
sary for proper care. Nor is this time ex- 
cessive in her opinion, because the scopola- 
mine hastens the dilatation of the cervix. 
and this compensates for any slowing of 
the pain, with the result that labor is neither 
lengthened nor shortened. It is, however, 
essential that the physician shall be with 
the patient right along, or at least that a 
trained nurse who has had experience with 
this method shall be by the bedside of the 
patient. 

Our readers will recall that some of the 
most ardent advocates of this method have 
stated that the patient should be blind- 
folded, should be placed in a darkened room, 
and if necessary that her ears shall be cov- 
ered in order that noises may not arouse 
her. Dr. Miner disagrees with this view, 
claiming only that bright light is to be ex- 


cluded, that no talking is permitted, and 
further, she asserts that almost always after 
the third injection the patient does not 
notice any ordinary noise or talking in the 
room. As soon as labor is really begun it 
is suggested that the first hypodermic be 
given. If it is not used until dilatation is 
half done or almost completed, the injec- 
tions must be given at short intervals, as 
the pains are so severe that they arouse the 
patient, she becomes nervous, and possibly 
delirious, and therefore hard to control. 
In phlegmatic persons this condition rarely 
arises. 

The author reports that her experience 
has been to the effect that blue babies are 
no more common with twilight sleep than 
without it, but the baby is usually quieter 
and usually sleeps more during the first 
twenty-four hours than a baby born with- 
out twilight sleep, which possibly is an ad- 
vantage. 

Concerning mental disturbance, Dr. 
Miner reports that her patients almost all 
of them keep up a little, almost constant, 
incoherent talk which commences after the 
second or third dose, and that this talking 
varies from a few words at each pain to 
a constant chatter as the child’s head passes 
through the cervix. 

The first hypodermic dose which is ad- 
ministered consists of % gr. of morphia 
and 1/100 gr. scopolamine, and this is all 
the morphia that is used, but the scopola- 
mine is repeated as often as is needed. 
Usually it is repeated in an hour, and then 
every hour and a half to two hours, de- 
pending upon the condition of the patient. 
If the treatment is begun late in labor the 
second dose may be given in half an hour 
after the first and the third dose an hour 
later. After the first dose the patient is 
apt to be very thirsty, the cheeks are 
flushed, and she looks feverish. There may 
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be also frequent urination. As the child 
is born the patient is apt to be quite rest- 
less, and the physician must be on his 
guard that the mother does not roll over 
and hurt the child. The expulsion of the 
placenta does not cause the patient any 
trouble, and after it is expelled she usually 
goes into a restful sleep, which may last 
from two to six hours, although she can be 
roused during this time if it is desired. 
The baby should never be left in bed with 
the mother until after the first night is over, 
as she may roll over on it and smother it. 

It has been claimed by some persons that 
the use of scopolamine interferes with the 
secretion of milk. This had not been Dr. 
Miner’s experience. She also believes that 
there are a smaller number of lacerations 
of the cervix and perineum with twilight 
sleep than in ordinary labor. It has also 
been her experience that the use of the 
forceps is not more frequently required in 
this class of cases than in ordinary cases. 
In her last series of one hundred patients, 
she had four forceps deliveries, all of them 
primipare and three of them past thirty 
years of age. She has no hesitation in em- 
ploying pituitrin with her use of twilight 
sleep if the cervix is fully dilated. 

Concerning still-births she has had one 
in one hundred cases. 

Last of all, this author points out that if 
twilight sleep is resorted to, everything ab- 
normal which can occur may be referred 
to it unjustly. On the other hand, the 
patient is usually deeply grateful for relief, 
does not experience a feeling of exhaustion 
the day after, and cares little whether she 
has babbled foolishly while she was asleep. 
Dr. Miner claims that a woman once hav- 
ing had twilight sleep always insists upon 
having it at the next birth, but reiterates 
that its employment certainly requires more 
care and attention and constant attention 
on the part of the attending physician if 
things are to go well. 

In discussing this paper Dr. Bertha Van 
Hoosen, whose contribution to this subject 
we have already published in part in the 
THERAPEUTIC GAZETTE, stated that Dr. 
Miner’s experience was in accord with her 
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own, she having had a series of 2500 cases 
in which twilight sleep was used. She also 
stated that in these 2500 cases no woman 
had gone into convulsions while under the 
anesthetic, that she regarded it as of special 
value to the woman who has a lung, heart, 
or kidney complication. 

It would appear that in the hands of 
these two women obstetricians, twilight 
sleep has proved an immense success. Pos- 
sibly one of the chief reasons for this is 
that they have given far more attention to 
the patient minute by minute during the 
labor than is usually considered necessary, 
but doubtless many women would be will- 
ing to compensate the physician for extra 
time if labor could be made for them more 
comfortable. 





FORMS OF HYPERTHYROIDISM. 





While it is probably true that we know 
more about the function of the thyroid 
gland than we do about the function of any 
other gland of internal secretion, neverthe- 
less there is still a very wide field of 
investigation to be explored in connection 
with its pathology and treatment. Many 
theories, more or less ingenious, have 
been advanced from time to time, and, 
as is the case with many conditions which 
are but partly understood, a multitude of 
recommendations have been made as to how 
cases of hyperthyroidism should be treated. 

Every physician of large experience has 
met with cases in which some of the symp- 
toms of hyperthyroidism were present, and 
yet the absence of exophthalmos and en- 
largement of the thyroid, to an extent 
where it could be seen and felt, have led 
him to an erroneous diagnosis. On the 
other hand, he has met with cases in which 
exophthalmos was marked, yet the gland 
was small, and still another type in which 
the blood-pressure was high, and in another 
case he has found it low. One type of 
case has responded fairly rapidly to medi- 
cal treatment and another type has failed 
miserably under the same treatment, and 
similar results have been met with when 
surgical measures have been adopted. 
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For this reason we have read with a 


good deal of interest a communication by 
Boothby in Endocrinology upon “Adenoma 
of the Thyroid.” He reminds us that 
Plummer some time since came to the con- 
clusion that there are two separate distinct 
clinical types of hyperthyroidism, each of 
them characterized by definite pathological 
changes in the gland. In one of these, which 
may be called true exophthalmic goitre, 
there is exophthalmos with hypertrophy 
and hyperplasia of the gland, and in the 
other, where such marked changes do not 
occur, exophthalmos is absent, but adenoma 
of the gland is present. In this type of 
case a high arterial tension is usually met 
with, whereas in true exophthalmic goitre 
a low arterial tension is practically constant. 

It would appear also from Plummer’s 
investigations that there would seem to be 
an intermediate type of case in which there 
is present not only adenoma, but also hyper- 
trophy and hyperplasia of the parenchyma, 
small adenomatous masses being scattered 
through the gland. 

Other noteworthy points of difference 
are that the adenomatous type is prone to 
develop earlier in life than the exophthalmic 
type, but on the other hand the latter form 
is much more rapid in its development. 
Thus symptoms of hyperthyroidism are 
prone to follow within a few months after 
the enlargement of the gland is first noticed 
in exophthalmos, while many years usually 
pass between the development of enlarge- 
ment of the gland and toxic symptoms in 
the type characterized by adenoma. This 
is an important point because it emphasize ; 
the fact that an enlarged thyroid which may 
be taken for simple goitre, may be the first 
step in the development of a thyrotoxicosis, 
and that, therefore, measures for its relief 
should be instituted before severe symp- 
toms develop. The writer has recently had 
under observation a case of this character, 
in which the patient has seemed to be slip- 
ping from what was thought to be a true 
goitre into a hyperthyroidism with a quick- 
ening of the pulse-rate, increasing nerv- 
ousness, and some loss of weight in spite 
of a hearty appetite. 
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In this connection it is of interest that in 
the adenomatous type of thyrotoxicosis to 
which we have referred, not only is ex- 
ophthalmos absent, but the gastrointestinal 
crises, thrills, and bruits, so characteristic 
of exophthalmic*goitre, are also absent. 

A point which probably does not receive 
sufficient attention from the general prac- 
titioner in the care of these cases is the 
fairly rapid development of myocardial 
degeneration which takes place when thyro- 
toxicosis is maintained. It would seem that 
this change is more characteristic of hyper- 
thyroidism with adenoma than in the other 
type, perhaps because the heart has been 
subjected to a very moderate degree of 
thyroid intoxication for years before the 
enlargement of the gland has been noticed. 
In general terms it may be said that the 
exophthalmic type occurs ten years earlier 
in life than does the adenomatous type. 

In both of these types of thyrotoxicosis 
there is an increased metabolic rate to meet 
the greater oxygen utilization which the 
condition demands: However, Boothby 
points out that the adenomatous type of 
hyperthyroidism may be divided into two 
classes, in one of which the basal metabolic 
rate is normal, and in the other exagger- 
ated. On the other hand, in true exoph- 
thalmic goitre basal metabolism is practi- 
cally always increased without exception. 

It is interesting when we turn to the 
therapeutic side of this problem to note the 
very excellent results which are obtained 
by simple enucleation of the adenoma as 
compared with the results which are ob- 
tained in true exophthalmic goitre by 
operative procedure. In 67 per cent of the 
cases discussed by Boothby, the basal 
metabolism returned to normal within two 
weeks after operation. In other words 
thyroidectomy for adenoma may be said to 
almost immediately induce relief in the 
patient who has this type of hyperthyroid- 
ism. On the other hand it was found that 
in the exophthalmic type only 45 per cent 
reached normal level of metabolism at the 
end of two weeks even when the condition 
was mild, and in some of the patients of 
a severe type it was necessary to precede 
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thyroidectomy with single ligation of the 
thyroid vessel, followed in a short period 
by a second ligation. 

Finally it is to be recalled that in the 
treatment of either of these conditions ab- 
solute rest prior to operative interference 
extending over weeks or even months is 
often essential, and that a similar period 
of rest after operative interference is also 
mandatory. 





EFFECT OF LARGE AMOUNTS 
OF FLUID UPON BLOOD- 
PRESSURE AND THE NON- 

PROTEIN NITROGEN IN 
THE BLOOD. 





It has been thought for a long time by 
certain clinicians that the taking of large 
quantities of water increased the labor of 
the heart and tended to raise blood-pressure, 
although physiologists have known that it 
is possible to inject very large quantities 
of liquid directly into the blood stream 
without any such changes taking place, the 
vascular system dilating, the kidneys get- 
ting rid of as much fluid as possible, and 
any excess beyond the capacity of the 
vascular system being poured out into the 
tissues. 

No less an authority than Von Noorden 
believed that a large water intake raised 
blood-pressure. This may be true when 
the kidneys are diseased and are unable to 
eliminate water, but within reasonable 
bounds the ingestion of moderately large 
quantities of fluid is certainly without 
effect. 

In a recent issue of the American Jour- 
nal of the Medical Sciences, Miller and 
Williams report their investigations as to 
the effect of excessive fluid intake upon 
blood-pressure and the non-protein nitrogen 
in the blood. The use of the word “ex- 
cessive” is entirely appropriate. One of 
their patients received as much as ten 
quarts of water daily, it is asserted without 
any inconvenience; another who apparently 
had some impairment of kidney function 
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suffered from marked distress when he took 


seven and a half quarts of water. The 
difficulty in getting the patient to swallow 
this quantity was overcome by the use of 
a Rehfuss stomach tube, which was left 
in situ. 

As a result of their investigations they 
conclude that in patients with hypertension 
and presumably chronic interstitial nephritis 
large amounts of water may produce a very 
decided increase in pressure, and that this 
rise depends upon the slowness with which 
the kidneys are able to excrete water. In 
such cases, too, the vascular system has 
usually undergone fibrosis and so is less 
able to relax and contain immense quanti- 
ties of water. They found that in the three 
cases they studied the use of excessive 
quantities of water for a period of six days 
was without effect on the urea nitrogen in 
the blood. 

We quote these studies, first, because they 
are interesting as showing the enormous 
quantities of fluid which can be dealt with 
by the body even when it is not in perfect 
health. The amounts ingested are certainly 
far in excess of any quantity which a phy- 
sician would prescribe in an endeavor to 
increase urinary flow, and the fact that such 
enormous amounts of liquid can be taken 
day after day for nearly a week well illus- 
trates the wonderful ability of the body to 
adjust itself to unusual conditions of stress 
and strain even when it is not primarily 
normal. 





BLOOD-PRESSURE DURING 
ANESTHESIA. 


Readers of the THERAPEUTIC GAZETTE 
will remember that about two years ago 
we published in our Original columns a 
contribution by Dr. Warren B. Davis in 
which he embodied his observations on 
blood-pressure as to the effect of nitrous- 
oxide-oxygen inhalations for anesthetic 
purposes during operative procedures. It 
will be recalled that his conclusions in gen- 
eral were to the effect that if nitrous-oxide- 
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oxygen were given with skill sufficient 
changes were not produced in blood-pressure 
to be considered factors in the progress of 
the patient. 

Many years ago the writer of this edi- 
torial note published a report as to the 
influence of ether inhalations upon body 
temperature and showed that in many cases 
such inhalations very markedly lowered 
temperature. At various times other papers 
have appeared as to the influence of posture 
upon blood-pressure during surgical anes- 
thesia, and there can be little doubt that 
heretofore too little attention has been paid 
to posture during operation. 

In a recent issue of the Pennsylvania 
Medical Journal, Miller has reported his 
investigations concerning the blood-pressure 
during operative procedures when general 
anesthetics were used. He found that 
routine blood-pressure estimations showed 
that if surgical trauma was not too severe 
and a smooth light anesthesia was main- 
tained, in an organically sound patient in 
the dorsal position, no material changes 
took place provided there was no hemor- 
rhage or obstruction to respiration. Hemor- 
rhage, however, rapidly lowers blood- 
pressure, and in one instance that he cites, 
in the space of ten minutes, the systolic 
pressure dropped from 150 to 90 and the 
diastolic from 110 to 80. These facts, as 
we have just stated, hold true, however, 
chiefly in regard to patients who may be 
considered in general terms as normal. He 
well points out that in stout patients, par- 
ticularly if they have damaged hearts, 
change in posture and protracted abnormal 
postures may do damage, and where for 
any reason there is respiratory obstruction 
there may be great variations in systolic 
pressure and in pulse pressure with little 
variation in the diastolic pressure. If, 
however, the obstruction persists there is 
a steady fall in both systolic and diastolic 
pressure. 

It is interesting to note that Miller found 
that a falling blood-pressure could quite 
frequently be traced to dyspnea arising 
from a surgical assistant resting on the 








patient’s chest, a habit which we believe 
from observation to be by no means un- 
usual. 

Possibly the most important part of his 
contribution deals with the relationship of 
posture to pressure. Thus, in several 
instances the change from the dorsal to 
the Trendelenburg position was immediately 
followed by a fall of 60 mm. in systolic 
pressure without an immediate effect upon 
the pulse-rate, and curiously enough a 
change from the dorsal to the prone posi- 
tion had an even greater effect upon the 
blood-pressure, although usually this fall 
is quickly rectified. In the lithotomy posi- 
tion the systolic pressure is increased, but 
practically always in the Trendelenburg or 
the reversed Trendelenburg position the 
systolic pressure rapidly declines. More im- 
portant than all of his statements would 
seem to be the assertion that the routine 
use of the Fowler postoperative position 
has undoubtedly caused death in many 
patients. In other words, it would appear 
that this position should not be assumed 
until the shock of the operation and the 
effects of the anesthetic have passed away. 
So far as the effect of the anesthetic itself 
is concerned, there is frequently a rise in 
systolic pressure as anesthesia is induced, 
which may be in part psychic. A profound 
anesthesia lowers systolic, diastolic, and 
pulse pressure. 

Miller quotes with approval the rule of 
Moots for estimating the vital resistance 
in terms of the blood-pressure ratio, to wit: 
if the pressure ratio, a fraction having a 
pulse pressure as numerator and the dias- 
tolic pressure as denominator, is high or 
low there is reason to apprehend danger. 
If the pressure ratio lies between 25 per 
cent and 75 per cent the case is probably 
operable. If outside these limits it is prob- 
ably inoperable. 

He also quotes with approval McKes- 
son’s rule to the effect that with a diastolic 
pressure of 80, a pulse pressure of 20, and 
a pulse rate of 120, a critical point has been 
reached in the operation, and that after a 
half-hour, if such condition has been main- 
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tained, almost every patient succumbs 
shortly or within three days. 

Last of all Miller wisely deplores the 
fact that blood-pressure estimations are so 
seldom resorted to before, during and after 
surgical procedures, with particular em- 
phasis upon failure to study the blood- 
pressure while the surgeon is actually at 
work. This is a point that we have always 
insisted upon and desire once more to 
emphasize in these pages. 





LATENCY OF SYPHILIS. 





Engman and Eberson have conducted a 
biologic study on this subject, of impor- 
tance not only to the individual, but having 
a distinct bearing upon all efforts directed 
toward control of this disease as a public 
health menace; and note that following 
infection of virus on an open surface, the 
organisms proliferate, are quickly carried 
into the general circulation, and continue to 
increase both locally and generally until the 
period of multiple systemic localization 
occurs (Archives of Dermatology and 
Syphilology, April, 1921). Wherever the 
colonies of spirochetes are formed they 
seem to stimulate the same cellular reaction 
—t.e., the formation of lymphoid cells, 
plasma cells, and new connective tissue 
cells, and sometimes giant cells. ‘These 
cells have not the power of reorganization 
and have a tendency toward resorption and 
disintegration, but during their formation 
there must be something manufactured in 
situ whose action seemingly is a destructive 
one upon the spirochetes, since even with- 
out treatment there is a tendency for the 
local lesions to disappear. Such involution 
is the natural clinical course of all early 
lesions of syphilis. The antibody, or 
inhibitory agent, causing the lesion to dis- 
appear must be manufactured at the local 
sites of colony formation, in which event it 
may be carried by the lymph stream, 
absorbed into the general circulation, and 
may exist in the blood stream in quantities 
sufficient to have a distinct effect on other 
colonies in the body. There is at least 


abundant clinical evidence to establish the 
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probable fact that during the invasive 
eruptive stage of the disease such a sub- 
stance is formed and has a deterrent effect 
on the organism of syphilis. 

Though there are some cases in which 
relapsing cutaneous lesions persist or cere- 
brospinal or vascular syphilis of an acute 
nature may occur, with time the pathogenic 
action of the spirochete seems to be dimin- 
ished and the organisms remain in a more 
or less permanent latent condition m the 
system. They may coexist in various 
organs and tissues of the body, causing no 
appreciable symptoms. Whatever the rest- 
ing-place of the spirochetes be, 
they probably appear in the blood stream 
at stated periods. This latency is well 
recognized in other infections, notably 
tuberculosis, but in syphilis it is probably 
even more important than in that disease. 
The truest type of latency is best illustrated 
clinically in the so-called Colles women, 
who, although bearing syphilitic children 
and themselves presenting a positive Was- 
sermann reaction, in a large majority of 
cases do not show any clinical symptoms of 
syphilis. Even though one may appreciate 
the difficulty of demonstrating all the 
clinical effects that may be produced by 
Spirocheta pallida in a given host, these 
women are the best examples of latency. 

The surface of the skin is larger than 
the surface of any other tissue of the body. 
Therefore, when an invasion of spirochetes 
occurs so that the skin is well inhabited by 
disseminated colonies, it is highly probable 
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that a larger amount of the immunizing 
substance is manufactured than in those 
cases in which the skin is not diffusely 
involved. It. is obvious, for the reason 
cited in the foregoing, that the large surface 
of the skin manufacture more 
immunizing bodies than any of the other 
tissues of the body which do not react so 
vigorously to the spirochetes. In other 
words, the skin in this disease and prob- 
ably in other eruptive diseases is the source 
of those bodies which influence the repres- 
sion of the organisms causing the disease. 
At any rate, clinical experience points to 
the fact that those cases which have pre- 
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sented in their clinical course an uncompli- 
cated wide-spread cutaneous eruption are 
less severe as regards life and general 
health than those which do not run such a 
cycle. 

From certain evidence produced by 
obtained from cerebrospinal 
syphilis, it seems highly probable that these 
types of infection may not be due in any 
instance to a “latent” parasite. The 
subsequent cerebrospinal disturbance known 
as paresis and tabes is produced initially 
by the invasion of the nervous system early 
in the disease. It is evident from previous 
consideration that these spirochetes which 
are implanted in the nervous tissues, and 
therefore not readily accessible to antibodies 
which might be elaborated in other parts of 
the body, such as the skin particularly, 
would be uninfluenced by these cell-formed 
products and therefore not subject to those 
influences which might tend to produce 
latency. 

An active infectious syphilitic patient is 
manifestly a source of contagion and is 
easily recognized as such. The problem by 
its frank nature becomes relatively a 
simple one. On the other hand, the problem 
of the latent syphilitic patient is not to be 
met so easily. The study of this phase of 
the disease presents many angles, the most 
important of which is the relationship to 
the community and to his offspring of one 
who harbors live parasites in a latent form. 

The blood in cases of florid syphilis 
appears to be infectious to some extent. 
Positive inoculations have been reported 
from different sources, but it appears that 
the spirochetes are never numerous, and the 
danger attending contact with patients’ 
blood in the making of Wassermann tests 
or in gynecologic work is probably exag- 
gerated. 

That the blood is not highly infectious is 
borne out by clinical observations, as well 
as by those who are obliged to come into 
contact with patients. Spirochetes may be 
found in the blood stream from about three 
to four weeks before the secondary rash. 

In untreated cases they may be present six 
months after the beginning of symptoms. 


spirochetes 
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In relation to infant mortality, statistics 
reviewed by Jeans show that about 10 per 
cent of married women are syphilitic and 
about 10 per cent of marriages involve 
syphilitic persons. Of all births in a 
syphilitic family, 75 per cent are infected ; 
30 per cent of pregnancies end in death at 
or before term; 30 per cent of all living 
children born in a syphilitic family die in 
infancy. In all probability from 25 to 30 
per cent of clinically syphilitic infants die 
as a result of syphilis. Only 17 per cent 
of all the pregnancies in syphilitic families 
result in living non-syphilitic children who 
survive the period of infancy. Apparently 
healthy mothers may give birth to syphilitic 
children, not only from the first husband 
who was syphilitic, but from a second or 
third healthy husband. 

There is abundant clinical evidence that 
a large number of latent syphilitic persons, 
who have received no treatment or inefficient 
medication, exhibit general adenitis. In 
women one sees often nothing more than 
cachexia and joint pains, and often no 
symptoms other than a swelling of the 
inguinal glands. For many years such 
women may appear to be well. The part 
played hy latent syphilitic women in trans- 
mitting the disease to offspring is probably 
greater than heretofore surmised. Experi- 
mental evidence is meager. In two instances 
it was found that inguinal glands from 
women who gave no history of syphilis and 
were to all appearances healthy, were 
capable of infecting experimental animals 
with the disease. Buschke and Fischer 
reported the finding of spirochetes by punc- 
ture in the inguinal gland of a woman who 
showed no sign of syphilis, and who gave 
birth to a syphilitic child. 

Transmission by means of the semen, 
while supposed to take place by the entry 
of Spirocheta pallida into the sperma- 
tozoon or by infection of the ovum with 
the spirochete, is not accepted universally 
on the ground that the spirochete is too 
large to enter the spermatozoon, and for 
the same reason cannot enter the ovum 
without destroying it. Hochsinger reports 
a study of seventy-two families in which 
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paternal syphilis was present and the 
mothers were free (?) from disease during 
the periods of from four to nineteen years, 
although examined repeatedly. (In fifty 
cases the mothers were under observation 
for more than six years.) Seventy mothers 
gave birth to 276 children: 110 were still- 
born, 166 syphilitic, and 31 healthy. 

Spirochetes seem to have a decided 
affinity for the testicular parenchyma. As 
a rule, the syphilitic process is confined to 
the testicle. From Finger and Landsteiner’s 
studies, in which two positive inoculations 
were obtained out of four, we can conclude 
that semen may be infectious even when 
there are no syphilitic processes in the 
genitalia, since in one instance he dealt 
with a case of recent syphilis with no 
testicular involvement. Pathologic studies 
by Warthin have demonstrated the presence 
of spirochetes in active cellular infiltrations 
of the testes. 

It has been shown by experiment that 
inguinal glands and semen obtained from 
persons clinically free from syphilis are 
infectious, proving that latent syphilitic 
patients may be considered as sources of 
danger in the spread of the disease to 
offspring and to the community. The fact 
has been established that Spirocheta pallida, 
though remaining dormant in the body of 
a person, may retain its virulence and 
infectivity for an indefinite period. 

The finding of virulent spirochetes in the 
inguinal glands and in the semen of latent 
syphilitic patients suggests that certain 
parts of the body act as reservoirs from 
which the spirochetes may be discharged 
from time to time. How long the carrier 


state may persist cannot be determined, - 


except by study of a large series of cases. 
What is of vast importance is the fact that 
residence within the host does not render 
innocuous the organisms responsible for the 
disease. 

Spirochete pallida were isolated from 
patients who gave a history of syphilis 
dating back eleven and thirteen years in two 
instances, and one year in three instances. 
An inguinal gland and the semen proved 
positive for spirochetes in the two first cases 
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mentioned, and the glands and semen in the 
last named. In this series of positive 
results a gland was found to be infectious 
in the case of a man whose Wassermann 
reaction had been negative, following 
treatment, and at the time of taking a 
specimen for the experiment gave a double 
plus reaction in the cholesterin antigen 
only. A second instance of this nature was 
found in the case of a specimen of semen 
which proved positive 
pallidz. 

It appears from this investigation and 
from that of others that the blood and other 
body fluids, excepting semen, are not infec- 
tious in latent syphilis, or if so, rarely. 


for Spirochetz 





SPINAL CONCUSSION. 


For many years there has been a discus- 
sion as to whether there really be a condi- 
tion of concussion, by which is meant a 
jar, which, while not producing recogni7>hle 
lesions, may cause a more or less lasting 
cessation of function. The surgeons have 
held, and apparently proven by autopsy or 
operation whenever opportunity offered, 
that symptoms other than those which were 
transitory in nature were always indicative 
of lesions. Others in the light of clinical 
experience have apparently shown that 
symptoms may persist for days or even 
weeks, and yet complete ensuing recovery 
may demonstrate there were no lesions or 
at least none such of sufficient grossness to 
have been recognized at the autopsy, had 
there been opportunity afforded for the 
making of one. 

Casamajor (New York State Journal of 
Medicine, March, 1921) revives a subject 
which has not recently taken a prominent 
part in current medical literature, quoting 
Spiller, who reported the case of a cat 
which had complete paraplegia with anes- 
thesia of the hind legs and tail. On autopsy 
two hours after the injury the spine was 
found uninjured, and there were no evi- 
dences of crush or hemorrhage of the cord. 
Four years later the same author reported 














a similar condition in a man who fell about 
eight feet. This occurred during the night, 
and the patient was found in this position, 
On the 
second day after the accident he was con- 


unconscious, the next morning. 
scious. His bladder and rectal control were 
lost and there was very little voluntary 
motion in the lower limbs. Voluntary move- 
ments at the elbows and shoulders were 
much impaired and completely lost in the 
hands. The sensory changes were inter- 
esting. Touch was normal throughout, but 
pain and temperature were much impaired 
up to the base of the neck, including the 
arms. The knee-jerks were reported as nor- 
mal and equal at this time. On the seventh 
day the right knee-jerk was diminished and 
the left absent, and there was a positive 
Babinski on each side. On the fourteenth 
day the patient could move his legs and toes 
freely while in bed. The knee-jerks were 
much diminished but equal. Touch sensation 
was normal all over. Temperature sensa- 
tion diminished up to his clavicle on both 
sides, while the pain sensation had returned 
to the legs below the knee and to the ante- 
rior surface of the right thigh. He had 
more muscular power in the movements 
at the shoulders and elbows, but could not 
move the hands. On the thirtieth day there 
was noted feeble flexion and extension of 
the hands and fingers. He died on the 
thirty-eighth day: the cause of death was 
not stated. On autopsy there was found 
no fracture or other lesion of the vertebre, 
no hemorrhage in or crush of the cord. 
However, there was found a diffuse area 
of softening extending through the fourth 
and fifth cervical segments with definite 
signs of ascending and descending tract 
degenerations from this point. In this case 
there was a definite myelitis without crush 
or hemorrhage following a trauma which 
did not injure the spine. 

Prior to Spiller’s reports, Schmaus and 
Kirchgiisser produced spinal-cord concus- 
sion experimentally in animals. The 


method employed was to place a board over 
the animal’s spine and strike it sharply with 
ahammer. The latter author gives detailed 
reports of his experiments. 


He used rab- 
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bits, and placing the small board on the 
spine over the lumbar enlargement of the 
cord, he struck it sharply with a hammer. 
After the second or third blow there was a 
definite convulsive spasm in the hind legs. 
The hammer blows on the board were con- 
tinued until the hind legs were completely 
paralyzed. This paralysis lasted from five 
minutes to half an hour. The six rabbits 
were killed six to fourteen days after the 
injury. The spine was found uninjured. 
There was no hemorrhage in or crush of 
the cord. In the lumbar enlargements 
Marchi stains showed some degeneration 
of the white fibers. 

Spiller’s case and the laboratory study 
showed the possibility of degenerative 
lesions of varying severity due to concus- 
sion of the cord without gross injury. 
Casamajor reports the case of a patient 
admitted unconscious. On return of con- 
sciousness it was found that both arms and 
hands were completely paralyzed and anes- 
thetic, and he could control the movements 
of his legs very little. There was no 
paralysis of the bladder or rectal sphincter. 
His legs had been getting stronger, but 
he could not stand or move his 
or hands at all. Physical examina- 
tion on admission showed normal pupils 
and some slight nystagmus on looking to 
the left. Other cranial nerves were normal. 
The neck was stiff and could not be moved 
either actively or passively on account of 
pain. X-ray showed no fracture or dis- 
location in cervical or upper thoracic spine. 
The right arm was in a state of complete 
flaccid paralysis, while the left showed 
some voluntary motion of the shoulder and 
arm muscles but not enough to move a 
joint. There was double drop-wrist and 
no voluntary movement of the fingers of 
either hand. Muscle tendon reflexes were 
absent on the right and very weak on the 
left. Abdominal and cremasteric reflexes 
were lost on both sides. While the patient 
lay in bed all leg, thigh and foot movements 
were present, but so weak that he could 
hardly sustain the part when raised from 
the bed. The knee and ankle jerks were 
extremely active, right greater than left, 


arms 
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but there was no Babinski on either side. 
There was rapid improvement, but oppor- 
tunity was not offered for observation of 
complete recovery. 

It is within the experience of many sur- 
geons that cases of injury to the spine in 
the form of overflexion or bruising trauma 
may be followed by paralysis so complete 
as to simulate a complete transverse lesion ; 
that this paralysis may disappear in the 
course of hours or days or weeks. Doubt- 
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less some of these cases have been operated 
upon without finding their way into litera- 
ture. The importance of the paper quoted 
in this article and of recalling instances of 
more transitory nature is incident to the 
fact that before proceeding with surgical 
intervention it is often wisest in the ab- 
sence of x-ray findings showing bony dis- 
placement to allow sufficient time to elapse 
to insure a diagnosis of conditions other 
than concussion. 





Progress in Therapeutics 





Medical Therapeutics 


The Action of Cascara Sagrada. 


McGuican, in the Journal of the Ameri- 
can Medical Association of February 19, 
1921, states the fact is that cascara should 
never be used as a cathartic but only as a 
laxative. When more than 2 Cc. is needed 
some other drug should be used. Many of 
the supposed virtues of cascara are pos- 
sessed by liquid petrolatum and by phenol- 
phthalein. The correct dosage of cascara 
has been emphasized by Hare, who states 
that more than 2 Cc. of the fluid extract 
often produces irritation of the bowel, and 
enteritis and intestinal catarrh. Its con- 
tinued use tends to produce hemorrhoids in 
some persons. In his own case, confirmed 
by others, he is willing to accept this as the 
true statement of the action. The abdominal 
tenderness and griping, and indefinite ab- 
dominal symptoms, indicate a congested or 
inflammatory condition. He did not feel 
justified in administering larger doses of 
this drug, and none of those taking 4 Cc. 
volunteered for this purpose; in fact, they 
did not wish any more cascara. However, 
he has studied the effect of massive doses 
on dogs. He mentions Bastedo’s patient, 


who swallowed 30 Cc. of the fluid extract 





by mistake. There was excitement, hallu- 
cination, weakness of the legs, and collapse, 
from which the patient recovered. Bastedo 
does not record griping or other untoward 
symptoms. With such a large dose one 
might expect vomiting, but this rarely 
occurs. It should be noted that prepara- 
tions of recent bark have a tendency to 
produce vomiting and epigastric pain; 
large doses of the matured preparations 
still retain some of this property. Busey 
reports a case in which 4 drachms was 
given to a patient by mistake, instead of 
ergot. No especial toxic symptoms are re- 
corded, but the patient was in such a state 
of great depression that only pronounced 
changes would have been noted. 

Fenn reports several cases of the un- 
toward effects of cascara after “moderate 
doses” in which there was vomiting; heat 
and griping; traces of blood in the evacu- 
ations; increase of flatulence; abdominal 
tenderness; and mental aberration. In one 
case death followed the taking of cascara. 
In none of these cases, however, does he 
give the dose taken. The cases of mental 
aberration and death have occurred in old 
people who had prepared their own decoc- 
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tion from the dried bark. Cotter reports a 
case in which a drachm dose, given at night 
and repeated in the morning and at noon, 
evoked symptoms resembling cholera mor- 


bus. In a second case in which a woman 
took a drachm dose at night and repeated 
it in the morning, there was great prostra- 
tion and feebleness. 

A few practitioners have told him they 
have used this dose three times a day over 
long periods with good results. This is 
against the verdict of the literature, and 
better results for long-continued use seem 
to be obtained with smaller doses. Wood 
gives the dose of the fluid extract prepara- 
tion as from 2 to 8 Cc., which is manifestly 
far too great, especially since we have bet- 
ter cathartics when such large doses are 
needed. 





Rectal Injection of Massive Doses of 
Neoarsphenamine. 


MEHRTENS, in the Journal of the Ameri- 
can Medical Association of February 26, 
1921, concludes : 

1. Neoarsphenamine can be safely given 
intrarectally, in doses as large as 4 gm. 

2. Arsenic is absorbed into the blood after 
such injections, and larger quantities are 
eliminated in the urine than after ordinary 
intravenous injections of arsphenamine. 

3. Arsenic persists longer in the blood in 
perceptible quantities after the rectal method 
with large doses than after ordinary intra- 
venous methods. 

4. About equal concentrations in the 
spinal fluid are obtained with either method. 

He believes that, all things being equal, 
the intravenous method of administering 
arsphenamine and neoarsphenamine is still 
the method of choice in most cases. But, 
based on the foregoing conclusions, he feels 
that the rectal administration of neoars- 
phenamine has a place in therapy when 
massive doses are used, especially in the 
cases of children, those with difficult or 
impossible veins, and in the case of those 
in whom, reason, intravenous 
injections are dangerous or undesirable. 


for any 
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Administration of a Pituitary Extract 
and Histamine in a Case of 
Diabetes Insipidus. 

In the Archives of Internal Medicine for 
March, 1921, Gipson and MartTIN cite a 
severe case of diabetes insipidus with 
chronic syphilis which they had studied. 
The symptoms were not relieved by lumbar 
puncture. 

The subcutaneous administration of 
pituitary extract (doses, 1 Cc. each, of the 
obstetrical preparation) was effective tem- 
porarily in increasing the concentration and 
reducing the volume of the urine, as 
reported by other observers. A normal 
twenty-four-hour volume and concentration 
were not obtained. 

Histamine (1 injection of 0.2 mg.) gave 
a similar but less effective result. It is 
probably not the active principle of the 
pituitary gland. 

Desiccated whole pituitary substance in 
four 3-grain doses by mouth had a slight 
immediate effect. 

On the day following the first injections 
of the pituitary extract, and on subsequent 
and intervening non-pituitary extract days, 
there was a maintained decrease in the 
polyuria from over 15 liters to about 10 
liters per day and a relative increase in the 
concentration of the urine. . 

Nitrogenous metabolism (over twenty- 
four-hour periods) is affected in part as in 
the case of a normal person with a large 
water intake (Hawk). High ammonia, 
uric acid, and particularly undetermined 
nitrogen figures, were obtained; there was 
no creatinuria. As the result of pituitary 
extract injections, there was a lower nitro- 
gen elimination with considerable retention, 
diminished ammonia and _ undetermined 
nitrogen, and a somewhat increased uric acid 
output; the nitrogen partition was more 
nearly normal. 

Glycogenesis was not reduced. There 
was hypoglycemia. Blood urea, creatinin, 
plasma chlorides, and*total plasma proteins 
were normal. The very high blood uric acid 
figures obtained may be explained .as an 
effect similar to that of pituitary extract 
administration in non-endocrine cases. 
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Fat-soluble Accessory Factor in Cod- 
liver Oil and Butter. 


In the “Clinical Notes” column of the 
Lancet for February 12, 1921, Zitva and 
Miura state that the therapeutic value of 
cod-liver oil, especially in the treatment of 
rickets, has long been appreciated by the 
clinician. The cause of this remarkable 
potency has not yet been satisfactorily ex- 
plained, but the results of recent researches 
on the accessory food factors strongly favor 
the view that it is due to the presence of 
the fat-soluble factor in the oil. Mellanby’s 
experiments with puppies point to the 
great probability that a deficiency of this 
factor in the diet is associated with the 
etiology of rickets. Cod-liver oil, however, 
has shown itself always in the treatment of 
rickets to be superior to other substances 
which contain the fat-soluble factor. Re- 
sults obtained by them in connection with 
another inquiry seem to offer a possible 
explanation of this apparent inconsistency. 

Their present knowledge of the distri- 
bution of the fat-soluble factor in nature 
is of a qualitative character. It is based 
on a technique which consists of feeding 
young rats on a diet adequate in every 
other respect, but lacking this factor. On 
such diet the animals decline, but on the 
addition of a substance containing the 
principle they resume normal growth. They 
have been engaged for some time in an in- 
vestigation with the object of working out 
a method for the estimation of the fat- 
soluble factor on quantitative lines. From 
numerous experiments they have succeeded 
in ascertaining the necessary conditions 
under which results of a quantitative nature 
could be attained, and the method so far 
worked out, although not perfect, affords 
the opportunity of comparing the relative 
content of the fat-soluble factor in various 
substances with a reasonable degree of 
accuracy. In this investigation they had 
the opportunity of testing a variety of sub- 
stances, and they wefe struck by the ex- 
tremely high potency of cod-liver oil. This 
was specially marked in the case of a 
sample of crude unrefined cod-liver oil, 
which was found to be 250 times as potent 


THE THERAPEUTIC GAZETTE 


- sponsible 





as butter. The samples of refined cod- 
liver oil which they examined, although not 
so active as the crude oil, were also far 
superior in their activity to butter. It is 
their opinion that this superiority in potency 
of-cod-liver oil to other substances is re- 
for the remarkable results 
achieved with it therapeutically. 

Unfortunately, in order to satisfy the re- 
quirements of the public there is a great 
tendency to produce brands of cod-liver oil 
which retain little of the characteristic 
taste and which appear almost colorless. 
In order to achieve this, very drastic means 
may often be employed which conduce to 
the partial or even total destruction of the 
accessory factor. In this connection one 
may point out the great instability of the 
fat-soluble factor when exposed to air and 
ozone, the latter substance being very often 
employed as a bleaching agent in many in- 
dustries. It is hardly necessary to point 
out the serious consequences which might 
arise if in the process of refining this ex- 
ceptional activity of the cod-liver oil were 
to be vitiated or destroyed in the manipu- 
lation of certain preparations. 





Ovarian Substance. 


In the Journal of the Missouri State 
Medical Association for February, 1921, 
Royston states that ovarian substance, ad- 
ministered subcutaneously and intramuscu- 
larly, is an agent of the greatest value in 
relieving symptoms caused by a deficient 
ovarian secretion. The intravenous admin- 
istration is not advised at the present time 
because of reactions resulting in two pa- 
tients in his series. These reactions both 
occurred immediately following the injec- 
tion and exhibited the following symptoms: 
immediate and pronounced headache, 
nausea, faintness, hysteria, all of which 
continued for some twelve to fifteen hours 
following the injection. In view of the 
fact that two reactions followed the intra- 
venous administration of ovarian substance 
and none has resulted in his hands from 
corpus luteum, there seems to be some dif- 
ference in their action. The most striking 
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effect is shown upon those cases of meno- 
pause with an irritable sympathetic nervous 
system, for which the substance seems 
almost a specific in properly selected cases. 

Certain cases of functional amenorrhea 
and nausea and vomiting of pregnancy are 
definite indications for the administration. 
of ovarian substance, though it apparently 
has no advantage over corpus luteum in 
the latter condition. The results obtained 
will depend upon an accurate diagnosis and 
a proper selection of the cases treated. 





Vitamines. 


The British Medical Journal of Febru- 
ary 12, 1921, in an editorial on this subject, 
states that the current issue of the Bio- 
chemical Journal contains a number of 
papers dealing with conditions which de- 
termine the presence of vitamines and 
bring about their diminution or destruction 
in the course of the preparation of food for 
the table. Gowland Hopkins points out 
that a knowledge of the conditions affect- 
ing the stability of vitamines is not only 
of practical importance in connection with 
the commercial and domestic treatment of 
food, but would also be of value in guiding 
attempts to isolate them, and in limiting 
hypotheses as to their nature. Many in- 
vestigations made during recent years of 
the fat-soluble A vitamine have shown that 
animal fats, with the exception of lard, are 
decidedly richer in it than vegetable oils. 
Conflicting statements have been made as 
to the resistance of this vitamine to heat. 
Some experimenters have concluded that it 
is thus readily destroyed, but in his paper 
opening the discussion in the Section of 
Medicine at the annual meeting at Cam- 
bridge, Hopkins confirmed the statement of 
Osborne and Mendel that it is resistant to 
heat. The explanation of the difference of 
Opinion, he states, is that while the vita- 
mine in butter is not diminished by ex- 
posure to a temperature of 120° C. for four 
hours, it is within the same period greatly 
diminished and in twelve hours altogether 
destroyed if the butter is thoroughly aérated 
during the heating. 
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Drummond and Coward now give an 
account of an experiment which led them 
to the same conclusion. The probability is 
that the destruction of the vitamine is due 
to oxidation, and this appears to be con- 
firmed by Hopkins’s observation that vita- 
mine A disappears from butter spread in 
thin layers and exposed to air at tempera- 
tures of 15° to 25° C.; Drummond and 
Coward found that the loss was consider- 
able at 37° C. Lard, as has been said, has 
been looked upon as an exception to the 
rule that animal fats contain vitamine A. 
This seems to be due not to the complete 
absence of vitamine from the body fat in 
pigs, but to two circumstances—first, that 
the diet usually employed to fatten pigs is 
not rich in vitamine A, and secondly, that in 
the process of. manufacturing lard, which 
involves raising the fat to a temperature of 
102° C., much of any vitamine A there may 
be must be destroyed. 

Drummond, Golding, Zilva, and Coward 
relate an instructive experiment made on a 
litter of Berkshire pigs. For the present 
purpose it will be sufficient to say that it 
demonstrated storage of vitamine A in the 
body fat of pigs receiving a diet containing 
considerable amounts of vitamine A, 
yielded, in this instance, by fresh grass. The 
fat of the pig, probably because the animal 
fattens quickly, contains less vitamine A 
than that of other animals, and when a 
young pig is fed on a diet very deficient in 
vitamine A, such as toppings and whey, it 
may not be possible to detect that vitamine 
in the body fat. 

An interesting point as to the value of 
milk in maintaining growth is discussed in 
another article by Professor Hopkins; in 
one of his earlier papers on accessory food 
factors (1912) he had described the start- 
lingly favorable effect of adding minute 
amounts of milk to synthetic dietaries 
incapable by themselves of maintaining the 
growth of rats. Experiments made later by 
Drummond and by Osborne and Mendel 
failed to yield the same results, and those 
made by Hopkins himself in the winter of 
1919 were disappointing, for though the 
animals which received the small quantity 
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of milk kept in better health and lived 
longer than those on a synthetic diet alone, 
they grew very slowly and their death-rate 
was high. In another set of experiments 
which he began in April and May the con- 
trast between animals receiving the small 
quantities of milk and the others which 
received none was as marked as in his 
earlier experiments. The difference in the 
diet of cows in summer and winter suggests 
itself as a probable explanation, and McCar- 
rison has laid stress on this point. Osborne 
and Mendel, however, were unable to show 
that this factor influenced their results, and 
an experiment Hopkins made with goats 
gave no support to the theory. There is 
seasonal variation in the growth of energy 
of rats, but Hopkins doubts whether this 
would account for the experimental differ- 
ence, and regards the question as still open. 





The Treatment of Uterine Hemorrhage 
Not Associated with Pregnancy. 


In the British Medical Journal of Febru- 
ary 12, 1921, PHiLvips states that until our 
knowledge has so improved that we are 
able to control the delicate balance of 
internal secretions, on the upset of which 
appears to depend for the most part exces- 
sive uterine hemorrhage, in his opinion it 
is desirable to perform hysterectomy in all 
such cases whenever the bleeding is severe 
enough to make the patient to any extent an 
invalid. He says that he is old enough to 
remember the time when it was considered 
so dangerous to remove a uterine fibroid 
that gynecologists more often than not sug- 
gested not operation but rest and drugs, 
when a woman anywhere near the meno- 
pause had a fibroid which did not actually 
threaten her life by reason of ° the 
profuseness of the bleeding. One of his 
most vivid memories is of coming away 


from a visit to a woman of some fifty years 
of age, who had spent perhaps a dozen years 
constantly lying down either in bed or on a 
couch in an adjoining room; he was told 
that she had been all these years awaiting 
the cessation of a metrorrhagia due to a 
fibroid. 


He had watched Greig Smith 
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remove large myomatous uteri safely and 
easily, and had seen more than one 
blanched feeble creature return a few 
months later to thank the surgeon for 
renewed vigorous health; and the contrast 
of a highly educated woman, whose keenly 
enjoyed activities had been brought to an 
end at the age of forty, was his first big 
stimulus to do surgical work—not just to 
save a patient from impending death, but 
from the far more ghastly death-in-life 
which constitutes existence for so many 
chronic invalids. 

Briefly, in turn, bleeding (1) at puberty, 
(2) during the child-bearing years, and (3) 
about the period of menopause must be 
considered. Bleeding at puberty may be 
severe, but it practically always rights itself, 
and he has never even heard of a case which 
required hysterectomy. It is probably due 
to imperfect balance between the various 
internal secretions. 

Excessive bleeding during the child- 
bearing years is, as stated before, most com- 
monly due to fibroids, and, in his opinion, 
hysterectomy is indicated in almost every 
case in which exceessive bleeding, either 
menstrual or intermenstrual, is associated 
with the presence of a fibroid. Apart 
altogether from the bleeding or other urgent 
symptoms, there can be no doubt that 
fibroids interfere with good health. The 
association of myocardial degeneration and 
aortic disease with large fibroids is too 
frequent to be merely coincidence, and if a 
fibroid which has been found in the course 
of an abdominal section for some other 
condition is removed, the patient is almost 
certain to remark on her subsequently 
improved feeling of well-being. 

Excessive bleeding may be associated with 
hypertrophy of the ovaries. 

It is, however, about the menopause age 
when the most trying and frequent cases of 
hemorrhage occur. 

(a) In cases of cervical cancer, by the 
time the growth has developed sufficiently 
to produce considerable hemorrhage it is 
practically certain to be too far advanced 
for radical treatment. : 


(b) Bland-Sutton has suggested that 
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uterine fibrosis is the cause of many cases 
of severe uterine hemorrhage at the meno- 
pause, and in a not very large percentage 
of uteri removed for this condition thick- 
walled blood-vessels can be demonstrated. 

(c) A condition much more frequently 
found is one which affects chiefly the endo- 
metrium, known as hypertrophic glandular 
endometritis, but the microscope does not 
usually show the small cell infiltration in- 
dicative of inflammation, and it would 
probably be more correct to regard the 
condition rather as a degeneration of the 
endometrium. The uterus is rarely much, 
if at all, enlarged. It may be retroplaced, 
but is more frequently in normal position. 
There is, as a rule, nothing abnormal found 
about the appendages. After removal the 
uterine wall is, on section, distinctly pale, 
but the obviously abnormal condition is an 
edematous thickened endometrium, usually 
in places forming one or more mucous 
polypi from one-fourth to over one inch in 
length. He has hardly ever seen any blood- 
clot in the uterus in these cases even when 
the operation has been undertaken as an 
emergency for severe active hemorrhage— 
which points, of course, to a probable defi- 
ciency of thrombokinase (blood-clotting 
substance ). 

(d) In other cases of irregular meno- 
pausal hemorrhage no abnormality is 
discovered in the uterus, either macroscop- 
ically or microscopically. 

He thinks there can be little doubt that 
in all these cases, whether an obvious lesion 
of the uterine wall or of its lining membrane 
exists or not, the essential cause of the 
bleeding is an abnormality.in the internal 
secretions. Some day we may learn how 
to regulate the functioning of these sub- 
stances, but until we do Phillips is strongly 
of the opinion that whenever the bleeding is 
so severe and so persistent as to make the 
patient’s life a burden to her, the only 
certain means of curing her is to remove 
the uterus. Packing the vagina, curettage, 
ergot and similar drugs are most uncertain 
remedies and at best produce only tempo- 
rary improvement. Beyond a doubt the 
patients who consult their doctors about 
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bleeding of this sort as a rule never feel 
well; apart altogether from the hemorrhage 
there are symptoms, none of them perhaps 
very bad, but in the aggregate producing a 
sense of illness enough to make most women 
willing to risk operation in order to get 
rid of it, if they are not definitely discour- 
aged by their medical attendant. 





The Value of Vaccine Therapy Versus 
Tonsillectomy in Systemic Disease 
of Tonsillar Origin. 


In the Medical Record of February 19, 
1921, Hays, PALMER, and WINSLow, in a 
paper on this subject, emphasize the follow- 
ing points: 

1. Systemic disease is often of tonsillar 
origin even when the tonsils are small and 
show little evidence of disease. 

2. Cultures from the tonsils should be 
taken in all cases of systemic disease. 

3. Cultures taken from the tonsils, pre- 
ferably from the supratonsillar fossa, 
showing any form of streptococcus, should 
be considered prima facie evidence of ton- 
sillar disease sufficient for their removal, 
if associated with systemic disease. 

4. Tonsillectomy is a better procedure 
than the administration of vaccines unless 
operation is contraindicated. 

5. A poorly performed operation is no 
criterion of the value of tonsillectomy. A 
small piece of tonsil remaining may still 
keep up the systemic infection. 

6. The value of the vaccine as a curative 
agent is yet to be proved. 





Nitrous-oxide-Oxygen Analgesia and 


Anesthesia in Obstetrics. 


In the Southern California Practitioner 
for February, 1921, HaAsTREITER states that 
in each individual case the proper mixture 
must first be ascertained. At the beginning 
of uterine contractions two to four quick 
inhalations of the mixture are sufficient to 
relieve pain. 

The patient’s color is normal, conscious- 
ness is preserved ; she can bear down when 
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directed, and can readily follow every com- 
mand of the attending obstetrician. 

By opening the mouth and _ breathing 
through it, any tendency to anesthesia can 
be averted, should this become imminent. 

In case the birth is advancing too rapidly 
or where relaxation is required, as in the 
final stage of delivery, a small amount of 
ether will satisfactorily overcome this diffi- 
culty. 

Best results will not be obtained unless 
the gas is administered by a_ physician 
familiar with its use. Its efficacy and safety 
depend wholly upon the skill of administra- 
tion and a thorough knowledge of its phy- 
siological action. 

The percentage of oxygen varies largely 
with the individual and with the conditions 
presenting themselves from time to time. 

Because the margin of working analgesia 
and anesthesia is so narrow, it is not easy 
to keep the proportion of gases at the 
proper point; too much nitrous oxide lead- 
ing to cyanosis, jactitation, etc., with coin- 
cident dangers to the child; too little, and 
the pain-relieving effect is entirely nega- 
tived. 

No other agent in anesthesia requires 
quite as much skill for both safety and 
efficacy as does nitrous oxide. Over an 
experience of five years, Hastreiter has 
found nitrous oxide and oxygen analgesia 
and anesthesia the most ideal for both 
mother and child, applicable in the home 
as well as the hospital; it is within the reach 
of even those of limited means, and he com- 
mends it most heartily to the mature 
judgment and consideration of the profes- 
sion. 





The Commoner Obstetrical Mistakes. 
GayYLeR, in the Journal of the Missouri 
State Medical Association for March, 1921, 
states that the commonest mistake is made 
by the man who does not see many obstet- 
rical cases. Such a man should not accept 


an obstetrical case unless he is in the habit 
of doing obstetrical work and is willing to 
submit cheerfully to the delays and vexa- 
tions that come to every obstetrician. The 
occasional obstetrician often does himself 
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and the patient an injustice. 
of obstetrics 


The practice 
for a large clinical 
experience and continued practice. 

Internal examinations made by a nurse, 
in order to delay calling the doctor as long 
as possible, are a grave menace, and must 
not be tolerated. They are always extremely 
unfortunate necessities, and their number 
must be kept down as much as possible. 

The use of pituitary preparations has 
revolutionized the practice of obstetrics, but 
they have too frequently been improperly 
used. They must not be used without strict 
therapeutic indications, and their use as a 
convenience to the doctor must be pro- 
hibited. We still have many normal, 
spontaneous deliveries that do not need any 
acceleration, even though it costs the doctor 
an extra hour or two of his time. While 
post-mortem hemorrhages seem to have 
become less frequent, injuries to the cervix 
have probably become more common since 
the pituitary extract became popular. 

No woman should be permitted to enter 
labor before the obstetrician has a complete 
knowledge of (1) the fetal position, (2) 
the measurement of the bony pelvis, (3) 
the nature of the soft parts. 

(1) A breech presentation can usually 
be corrected if the condition is recognized 
and external version attempted some weeks 


calls 


before labor. An impacted, transverse 
position usually occurs in a_ neglected 
woman. (2) Every pelvis should be exam- 


ined and measured during the first exam- 
ination, particular attention being paid to 
the true conjugate diameter. (3) A 
familiarity with the cervix and vaginal 
outlet is of importance. The long, narrow, 
developmentally-deficient cervix dilates 
slowly and usually tears during delivery. A 
knowledge of the relaxability of the 
perineum is very desirable. 

The woman who has a narrow pelvis, or 
other possible obstruction to delivery, is 
entitled to early consultation. The call for 
help after a long period of labor and after 
forceps have been attempted is a mistake in 
technique. It is not at all necessary that 
every obstetrician be able to do a Cesarian 
section, but it is very necessary that he 
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should know in advance that trouble is 
coming. <A distinctly narrow pelvis calls 
for early consultation and delivery in a 
hospital. 

The obstetrician should remain in contact 
with his patient till involution of the geni- 
talia is complete. Six to eight weeks after 
delivery all patients should be examined to 
determine (1) if involution is complete; 
(2) if position of uterus is correct; (3) if 
all stitches have held; (4) if cervical 
injury has been severe enough to interfere 
with function; and (5) to determine the 
condition of the veins of the genitalia, the 
anus, and the lower extremities. 





Diabetes Insipidus and the Pituitary. 


The British Medical Journal of February 
12, 1921, in an editorial on this subject, 
says a striking practical outcome of the 
great volume of physiological, pathological, 
and clinical work that has accumulated for 
many years in connection with the pituitary 
is that after injections of pituitary extract 
the polyuria of diabetes insipidus of hypo- 
physeal origin disappears for about twelve 
hours; by repeated injections of the ex- 
tract the patients can thus be given a 
respite, particularly at night, from the 
otherwise constant disturbance involved by 
the polyuria. This therapeutic effect, first 
pointed out by Farini in 1913, and copiously 
illustrated in a paper read last year at New 
Orleans by Barker, has been thought to 
rival that of thyroid extract in myxedema, 
but the effect is not only more transient 
but much more rapid in its onset; thus, an 
hour after the administration of 1 Cc. of 
the extract of the posterior lobe it is impos- 
sible to distinguish the urine of a patient 
with diabetes insipidus from that of a 
normal person. It is difficult even now to 
explain satisfactorily the mechanism of 
this therapeutic success, for the physiologi- 
cal effect of extracts of the posterior lobe 
and pars intermedia, the cells of which are 
concerned with the excretion of water, has 
usually been found to be diuresis ; and, con- 
versely, as long ago as 1911 Cushing point- 
ed out the difficulty of harmonizing the 
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diuresis that may accompany hypopituitar- 
ism with the a priori expectation that indi- 
viduals with this glandular insufficiency 
would show a lowered urinary output. 

In a critical review of hypophyseal poly- 
uria, based on 117 cases, of which five are 
original, Schulmann and Desoutter have 
gone over the whole subject and compara- 
tively recently Kennaway and Mottram 
have provided a valuable abstract of the 
literature. The predominance of males— 
64 per cent—among the French observers’ 
cases is thought to be possibly due to the 
influence of syphilis, and cases of cure 
after antiluetic treatment are given. The 
usually accepted pituitary origin of dia- 
betes insipidus has been disputed by 
Camus and Roussy on the grounds that 
they produced it by puncture of the base of 
the brain, near the corpora mammnillaria, 
and that pituitary extract has not any 
specific curative action apart from the fall 
of blood-pressure and vomiting induced by 
its sudden entry into the veins. This di- 
vergence of opinion is discussed in both the 
reviews, and Kennaway and Mottram sug- 
gest that the polyuria following experi- 
mental injury of the base of the brain is 
due to escape of pituitary secretion into 
the cerebral substance, there being some 
evidence that pituitary extract can produce 
both antidiuretic and diuretic effects from 
the presence of two substances. 

The antidiuretic effect of pituitary ex- 
tract, thus shown in the treatment of dia- 
betes insipidus, appears to be due to the 
direct action on the kidney and not to de- 
pend on diminished absorption of water 
from the intestines. In order to obtain this 
antidiuretic effect the drug should be 
given hypodermically, administration by the 
mouth being unsuccessful unless the fresh 
gland is given in large quantities, ten to 
twenty times that necessary in hypodermic 
injection. The French observers tabulate 
various clinical forms of pituitary polyuria, 
and in those associated with Frohlich’s 
adipose-genital syndrome, Dercum’s dis- 
ease, and infantilism, both sets of clinical 
manifestations were relieved by pituitary 
injections; they draw a distinction between 
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pituitary and other forms of polyuria, and 
state that in the former the renal perme- 
ability is normal, except for water, in regard 
to which it is exaggerated. Failure of re- 
sponse to pituitary medication may be due 
to the nature of the preparation, the an- 
terior lobe of hypophysis being inert in this 
respect. 





The Cure of Hemorrhoids Without 
Operation. 


In the British Medical Journal of Febru- 
ary 19, 1921, LyTH states that there is a 
means of curing piles, in the sense that they 
can be made entirely innocuous. It is a 
question of reducing from a year or two 
to a month or two the period necessary to 
change a turgid mucus-covered and tender 
varix into a skin-covered excrescence and 
preventing the piles still inside the anus 
from coming out. 

He has seen the application of calomel 
powder recommended and has tried it. It 
is useful, but calamine powder is much 
more so. Calomel, he says, is a trifle 
irritating, but calamine is soothing and is 
astringent as well. But the mere instruction 
to apply calamine will do little good. 

Suppose a bad case, with a ring of 
prolapsed piles surrounding the anus, some 
perhaps denuded of epithelium, intensely 
and agonizingly tender, bleeding on 
defecation, and continually discharging 
blood-stained mucus, which stains the linen 
and renders the patient’s life a burden. The 
following plan, he claims, will change the 
picture: 

1. The bowels must be moved the last 
thing at night before retiring. It may be 
difficult to alter the usual habit of morning 
defecation, but it is essential, and can be 
contrived by suitable aperients. 

2. It is hardly necessary to say that the 
bowels must be moved every night, but a 
loose action must be avoided. Even a slight 
degree of constipation, so long as a nightly 
action of the bowels is secured, while not so 
good as an easy action, is infinitely prefer- 
able to the slightest diarrhea. This means 
care and discretion in the use of aperients. 

3. After the motion, and after gentle 
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sponging with tepid water, calamine powder 
is to be applied in the following way: it is 
to be freely and thickly placed (not merely 
sprinkled) on a sanitary wool and gauze 
pad. It is cheap enough, but it need not 
be wastefully used if care be taken that 
there is a sufficient quantity (say a couple 
of teaspoonfuls) on the part of the pad 
which will exactly remain in contact with 
the piles when the tapes are tied around the 
waist. It is necessary that the pad should 
be pulled firmly up into position. 

If there is much discharge the pad 
should be changed in the morning and fresh 
calamine applied. If at first there is too 
much discomfort during the day, it is 
permissible to substitute ointment—for 
example, hamamelis—thickly applied on the 
pad worn during the day. But it must be 
explained that this is a step which some- 
what retards results and does no permanent 
good. If the patient has the misfortune to 
have the bowels moved in the morning or 
during the day he will almost certainly 
have to be allowed to use ointment on the 
pad which he then applies, to be changed 
for the powder at night. 

It will be found that after a time, prob- 
ably not more than a fortnight or three 
weeks even in the bad case we have sup- 
posed, the piles will be sufficiently shrunken 
and dried and painless by the morning for 
the daily pad to be dispensed with, unless 
the misfortune alluded to occurs. Mean- 
while, those of the piles normally inside, 
but which prolapse on defecation, are 
coming into contact with the calamine before 
their gradual return during the night, and, 
subjected to its astringent action, are becom- 
ing smaller and less sensitive. 

After a further lapse of two or three 
weeks the patient will find that, although 
there may be some prolapse of the internal 
piles on defecation, this is so readily 
reduced, or reduces itself on attaining the 
recumbent position, that he can begin to 
leave off the pad at night, unless he has 
been either too constipated or too relaxed. 
He is then in a fair way to being cured. He 
must always have his bowels moved at 
night, and he is wise to have calamine and 
a pad available. In his experience it is 
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quite futile to attempt to apply the powder 
in any other way than that described. 

The habit of a nocturnal action of the 
bowels, which allows the immediate assump- 
tion for many hours of the recumbent 
posture, will go far to prevent any further 
prolapse of such piles as remain inside the 
anus; and he believes that in this way it 
will ultimately cause their reduction in size ; 
because it is the persistence of the partial 
prolapse which normally occurs in defeca- 
tion which has gone far to bring them to 
their condition at the beginning of 
treatment. He assumes that the hemor- 
rhoids are not due to any direct obstruction 
to the portal circulation or to any local 
cause such as pregnancy or growth; and 
that exercise and limited diet will be 
advised. 

With this alternative to operation—an 
alternative which is inexpensive, which 
entails no danger, no interference with 
business, and which is likely to be perma- 
nently successful—he thinks he is justified 
in his heretical proposition that operation is 
usually unnecessary and rarely justifiable. 
The remedy is almost as simple as dipping 
seven times in Jordan; and for that reason, 
doubtless, there will be those who prefer 
that the surgeon should “strike his hand 
over the place” by way of operation. Like- 
wise, there will be the advocates of Abana 
and Pharpar in the shape of ointments and 
lotions. None the less, he hopes there will 
be others who will emulate Naaman and 
decide to give this method a trial, for he 
has had such excellent results with it in the 
past three years that personally he will 
advise operation only as the last resort. 





Swollen Glands and Heart Block in 
Diphtheria. 


In the Correspondence columns of the 
British Medical Journal of February 26, 
1921, HARDING, in commenting on this sub- 
ject, states that most authorities are agreed 
that it is inadvisable to use hot fomenta- 
tions to the swollen neck, as they tend to 
increase the absorption of toxin. When an 
attack of paroxysmal cardiac failure oc- 
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curs or is impending atropine hypodermical- 
ly gives most relief, probably from its ef- 
fect on the vagal terminals in the heart. 
It should, he thinks, be given regularly, say 
every four hours, to all diphtheria patients 
with a slow pulse (under 50) who are very 
ill. The foot of the bed should be raised 
so as to insure the best possibile circulation 
to the vital nerve centers. The best 
stimulant to use during the attacks is 
ether given intramuscularly. Personally 
he avoids strychnine, as he thinks it does 
more harm than good. 





Studies on Hookworm Infection in 
Brazil. 


In a monograph on this subject, pub- 
lished by the Rockefeller Institute for Med- 
ical Research, February, 1921, DARLING and 
SMILLIE state that betanaphthol in 18-gm. 
doses should not be used in the routine 
treatment of hookworm disease. Hemo- 
globin determination should be made. A 
preliminary microscopic examination of the 
stool need only be made in special instances. 
Most persons should receive two treatments 
of oil of chenopodium ten or twelve days 
apart. The treatment should be as follows: 

A light supper but no preliminary purge ; 
1% Cc. of oil of chenopodium should be 
given the following morning in two equally 
divided doses two hours apart, on a fasting 
stomach, followed in one and a half to two 
hours by a saline purge of magnesium 
sulphate given with at least a glassful of 
water. When the bowels have acted well 
the patient may breakfast. This treatment 
should be repeated in ten days. 

In non-malarial communities, if dealing 
with an individual who has a very low 
hemoglobin, 60 per cent or less, a third 
treatment may be given. More than three 
successive oil of chenopodium treatments 
need never be administered. 

If one is working under ideal conditions, 
as in a hospital or dispensary, the following 
more efficient method of oil of cheno- 
podium treatment for hookworm disease is 
to be recommended : 

A preliminary saline purge, 30 gm. of 
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magnesium sulphate with 300 Cc. of water, 
is given the evening before treatment. The 
following morning 2 Cc. of oil of cheno- 
podium is given at 7 
stomach, followed by a final saline purge at 


A.M. on a fasting 


9 A.M. with a full glass of water. When 
the patient’s howels have acted well he may 
breakfast. 

This last method of treatment is slightly 
more efficient and gives less discomfort 
than the previous one. It is not practical 
for field work because of the preliminary 
purge. 

The dosage of oil of chenopodium should 
never be measured by the drop method. 
They have experimented with various 
pipettes and have found that oil of cheno- 
podium may vary between 18 and 70 drops 
to the cubic centimeter. 





Colds and Coughs. 


In the Ohio State Medical Journal for 
March, 1921, BozEHMER states that a very 
satisfactory treatment for an acute cold, 
where the upper air-passages are involved, 
a treatment that produces prompt results, is 
as follows: 

A thorough rectal lavage, using plenty of 
saline solution. Then a very hot bath, 
having the temperature of the bathroom 
about one hundred degrees. Remain in tub 
ten minutes, dry lightly with a coarse 
towel, retire to a warm bed, previously pre- 
pared with hot-water bottles. Give one 
pint of hot flaxseed tea, containing some 
lemon and sugar, together with a fifteen- 
grain dose of urotropine. A sleep with a 
profuse sweat will follow. On awakening, 
supply fresh bedding and nightshirt and 
repeat the dose of urotropine with thirty 
grains of bromide of sodium. Another 
sleep will follow, and on awakening the 
patient’s cold is practically aborted. Keep 
patient in bed another day, giving copious 
drafts of carbonated water, light food, and 
another rectal lavage. 

All during the time your patient is in 
bed allow him to inhale mentholated vapor, 
by sprinkling a little menthol on the surface 
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of boiling water placed in an ordinary 
receptacle. Use oil of eucalyptus, or juni- 
per, or turpentine, as the patient prefers. 
The inhaling of this vapor is particularly 
soothing and far superior to the use of an 
atomizer, which latter instrument by the 
way is usually out of order when one needs 
it most. Boehmer has no use for the time- 
honored quinine and active catharsis, which 
he believes makes the patient more uncom- 
fortable if not actually worse. 





Dyspepsia and Malassimilation in 


Children. 


CAMERON in The Practitioner for March, 
1921, states that primary dyspepsia may be 
produced by sheer overfeeding, especially 
by excess of fat or sugar. Often, however, 
we are driven to the conclusion that the dis- 
turbance is dependent upon an individual 
idiosyncrasy—that in certain children the 
power of dealing with sugar or starch or 
fat is, relatively, low and easily overstepped. 
When the child fails to digest and thrive 
upon the ordinary milk mixture suitable for 
his age, that is to say, upon the standard 
artificial diet of health, the treatment con- 
sists in the appropriate modification of the 
diet in the direction indicated by the symp- 
toms. It is dangerous to make haphazard 
changes in the hope of finding something 
which suits. It is not true to maintain, as 
he sometimes sees maintained, that some 
one particular form of diet—whole milk, 
for instance, or some one of the many 
proprietary foods—has the power to confer 
health upon all ailing babies in difficulty 
with their digestions. 

Of the several forms of primary indiges- 
tion and malassimilation in infancy, he 
takes one only and deals with it in detail. 

Very commonly we meet with infants 
who suffer from constipation and whose 
stools, instead of being soft and yellow, are 
hard, formed, and pale. Often they have 
the color and consistency of putty. These 
scybalous stools are apt to be passed with 
great difficulty, and with much straining. 
Sometimes we find upon them a streak of 
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blood from laceration of the delicate mucous 
membrane in their difficult delivery. Stools 
of this nature are only exceptionally seen 
in breast-fed infants. In infants fed upon 
mixtures in which cow’s milk predominates, 
whether the milk be fresh or desiccated, 
they are much more common. The forma- 
tion of stools of this nature is favored by 
the high protein and fat content of cow’s 
milk and its relatively low percentage of 
fermentable sugar, but they are not always 
prevented even by careful modification of 
cow.s milk so that the percentages of sugar, 
fat and protein are the same as in human 
milk. The disturbance is apt to occur in 
infants in convalescence from severe in- 
fective disorders which have greatly af- 
fected nutrition, and after those attacks of 
fermentative dyspepsia with acid-green 
stools, which occur so often in times of 
great heat. 

The stools consist largely of soaps. The 
fatty acids, derived chiefly from the split- 
ting of the fats of the food, have combined 
with the calcium and magnesium salts to 
form these masses of alkaline soaps. 

Bacteriologically we find a great decrease 
in all the Gram-positive bacteria which are 
so prominent in the stool of the normal 
breast-fed infant, and which thrive in an 
acid medium and are active in producing 
fermentative changes in the bowel. There 
is a corresponding increase in the alkali- 
loving proteolytic and putrefactive, Gram- 
negative bacteria which produce indol, ska- 
tol, phenol, etc. In consequence we find 
that these formed stools have commonly a 
foul odor, sometimes cheesy, sometimes 
fecal in character. The remaining symp- 
toms, characteristic of the disturbance, may 
be grouped as follows: 

The weight-curve shows no steady rise 
Comparatively large gains in one week may 
be succeeded by an equally great fall in the 
next. This zig-zag course is even more 
strikingly apparent when the weights are 
recorded each day. At six months the in- 


fant may weigh little more than the birth- 
weight. 
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The temperature is persistently subnor- 
mal, or it shows an irregularity, rising at 
times to the normal line or even above it, 
but with subnormal registers predominat- 
ing. The monothermia of the healthy baby, 
a delicate index of its well-being, is absent. 

Though the weight-curve is so unsatis- 
factory, the infant is not emaciated. The 
skin is not dry, nor does it hang in folds. 
But the child is small, flabby, pale, and in- 
ert, with a somewhat prominent abdomen. 
Often there is a complete absence of fret- 
fulness, and the child may be observant and 
attentive. 

Very large quantities of urine are passed. 
Indicanuria is often strongly marked. The 
urine smells strongly of ammonia, and may 
be very irritating to the child’s skin. 

Vomiting is a variable symptom. It 
commonly occurs at a long interval after 
the feed has been given, and smells strongly 
of volatile fatty acids. 

This type of malnutrition and indigestion, 
characterized by an excess of the putrefac- 
tive and a diminution of the fermentative 
processes of the bowel, is in general very 
readily controlled by a diet modified so as 
to keep the fat and protein at a low level, 
while fermenting carbohydrate is given 
freely. 

For this purpose, Cameron makes use of 
the following recipe (Keller’s modification 
of Liebig’s original formula), which is suit- 
able for infants over three months of age. 
Four teaspoonfuls of baked flour are 
rubbed into a paste with a little milk. With 
constant stirring, more milk is added up to 
12 ounces. The mixture is then strained 
through a sieve. In another vessel 10 tea- 
spoonfuls of extract of malt are dissolved 
in 24 ounces of lukewarm water, with 20 
grains of carbonate of soda. The contents 
of the two vessels are then mixed, and very 
slowly, with constant stirring, brought to 
the boil and kept boiling for two minutes. 

The stools commonly show a rapid im- 
provement, and within a few weeks the 
whole appearance of the child is altered 
for the better. After six weeks or two 
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months the ordinary milk mixtures may be 
resumed and will generally be well tol- 
erated. 

In the case of infants younger than three 
months, or as an alternative method, we 
may make use of buttermilk with a high 
percentage of added lactose. If fresh but- 
termilk is not obtainable, a fresh lactic 
acid culture in skim-milk may take its place. 

In a few cases of great chronicity and 
severity, any attempt to restore the usual 
milk mixtures, with their relatively high 
fat content, brings about a return of the 
disturbance. In such cases, butter-fat 
which has been subjected to a certain 
amount of cooking may be better tolerated 
than cream or milk with a high percentage 
of fat. He uses the following recipe: 
Heat % ounce of butter until it melts and 
begins to simmer. Add one teaspoonful of 
baked flour and, stirring continuously, heat 
it until a light-brown color begins to ap- 
pear. Add 3 ounces of water and a small 
teaspoonful of sugar and bring to the boil. 

This mixture may be used with equal 
parts of milk in cases of persistent intoler- 
ance for milk. 





Swelling of the Pinna—An Early Sign 
of Deficient Antiscorbutic Vitamine. 


In The Practitioner for March, 1921, 
SHEASBY states that during the early sum- 
mer of 1918 swellings of one or both ears 
began to appear amongst the occupants of 
a group of internment camps in England. 
-At first the swellings were diagnosed as 
infective cellulitis, and one or two of the 
earlier cases were incised, but no pus was 
found, and the condition persisted in spite 
of the usual treatment for cellulitis. As 
more cases occurred, further inquiry was 
made, which showed that the sign was due 
to a mild degree of scurvy. About thirty 
cases were noted; twenty of these occurred 
in a compound adjoining a group of sim- 
ilar compounds occupied by officer prison- 
ers, amongst whom there were no cases. 
The remaining ten cases were distributed 
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as follows: eight in a hutment compound, 
and two in a canvas camp. 

Most of the men made no complaint of 
anything beyond the swelling of the ear, 
which they said was not due to any injury. 
In fact, in no case was any history of direct 


traumatism obtainable. In twenty-four of 
the cases one ear only was affected; in the 
remainder the other ear was also involved, 
to a greater or less extent. In most of the 
cases the swelling occupied the upper half 
of the left pinna. The skin of the affected 
ear was reddened, and there was very slight 
pitting on pressure; no blood-staining was 
visible, and only very slight tenderness on 
manipulation. In a few cases the swelling 
had extended into the subcutaneous tissues 
of the scalp and pushed the ear slightly 
downward and forward. No involvement 
of the gums or ecchymoses could be de- 
tected, and beyond slight weakness and 
pallor no other sign of scurvy could be 
made out. 

The dietary as supplied to these troops 
contained ample antiscorbutic accessory 
factor, but during the process of cooking 
much of this was destroyed. 

The articles of food—fresh meat, vege- 
tables, and potatoes—containing antiscor- 
butic vitamine were always served in the 
form of a stew, the whole being slowly 
cooked in a large boiler for a period of 
four or five hours. Immediately before the 
outbreak fresh vegetables were scarce, and 
no potatoes had been obtainable nor issued 
for a fortnight. 

On steps being taken to have the vege- 
tables and potatoes cooked separately and 
not stewed with the meat, the symptoms 
described disappeared, and no further cases 
occurred. 

There is no doubt that owing to the 
method of cooking prevailing in these camps 
the occupants were suffering from deficiency 
of antiscorbutic substances, and that the 
mild manifestations of scurvy described 
were precipitated by the complete absence 
of potatoes from the dietary for a fort- 
night. 
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The position of the swellings on the ears 
rather than at any other part may be ac- 
counted for by the fact that the men were 
sleeping on hard pillows, which gave rise 
to more irritation there than any to which 
other parts of the body were exposed. 





Mucous Colitis. 


In the Virginia Medical Monthly for 
March, 1921, HAMNER states that in de- 
termining the treatment of this condition 
two facts stand out prominently: (1) that 
retained mucus is harmful mucus, and (2) 
that the cure requires a long course of 
treatment. He endeavors to impress on 


his patients that they cannot expect any 
magical improvement, and that without 
their cooperation, combined with patience 
and persistence, he can accomplish nothing 
toward relieving them. 

He considers the daily colonic lavage with 
a solution of sprudel salts the treatment par 


excellence for removing the mucus and 
relieving the toxemia. This may be sup- 
plemented as occasion requires by large 
doses of castor oil by mouth to facilitate 
the passage of the mucus. The enemas 
should be taken with the patient on the left 
side and hips elevated slightly higher than 
the shoulders, and the solution should be 
as hot as can be comfortably borne. 

Recently, transduodenal lavage with a 
4-per-cent sodium sulphate solution has 
been used with reported cases. He has 
not used it for this purpose. 

There should be insistence on regularity 
of bowel movements, but restriction of the 
use of enemas and colon irrigations. It is 
easy for the patient to acquire the habit 
of using these two or three times a day, 
if permitted to do so. The diet must be 
ample, but the use of bran, coarse foods. 
and too much fruit should be discouraged 
in the beginning as they may do more harm 
than good and undoubtedly more harm 
than a mild tonic laxative. The best of lax- 
atives is usually a softening and bulk- 
producing agent, such as liquid petrolatum, 
cascara agar, phenolphthalein agar, or 


small doses of some form of magnesia. If 
these are not effective they may be supple- 
inented by one of the tonic laxatives, cas- 
cara, rhubarb, aloes, senna, or senna with 
sulphur in the form of compound licorice 
powder (the latter is a favorite with him). 
A valuable measure also is the retention 
over night of from four to sixteen ounces 
of cottonseed or olive oil. In these chronic 
cases the drastic cathartics may be success- 
ful in removing mucus, but should be em- 
ployed only seldom. If after a long and 
faithful trial such measures as these do not 
overcome the stasis and the toxemia, the 
question of surgery should be seriously 
considered. The numerous surgical pro- 
cedures for this trouble have no place in 
his paper. Hemorrhoids are a bad compli- 
cation, as they prevent the use of irrigations, 
enemas, or such strong cathartics as castor 
oil. They may be treated by the nightly 
instillation into the rectum, by means of a 
soft-rubber ear syringe, of 60 Cc. of warm 
olive oil or cottonseed oil to be retained 
over night, but only until the patient is able 
to have them removed surgically. 

The diet may have to be modified to suit 
the specific cases and according to the con- 
dition of the stomach and upper bowel 
(achylia, hyperchlorhydria, gastric atony, 
etc.), and to overlook these is to fail in 
the treatment; but in general, at the outset, 
the diet should be of the bland, lactofari- 
naceous type. 

Of course, if there exists any definite 
surgical condition in the abdomen, such as 
appendicitis, cholelithiasis, adhesions, bands, 
or pelvic disturbances, it should be over- 
come. 

Occupation, recreation, and rest in proper 
proportion should be advised. The patients 
should not be allowed to coddle themselves. 
They should get up before breakfast and 
not lie in bed late in the morning; they 
should, however, recline at a later hour in 
the day, when this is possible, perhaps best 
for one or two hours after the midday meal, 
and they should retire early. They should 
give less time than usual to the responsi- 
bilities of social or business life, or give 
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them up for a time entirely, and they should 
not receive too many visitors. Introspec- 
tion should be strongly discouraged at all 
times. And one of the greatest helps in the 
treatment is a change of scene, to get away 
from oversolicitous or nagging friends, or 
from the monotonous routine of home life 
or business. 

Hamner says he was a physician of deep 
perception who replied to the inquiries of 
the overanxious wife: “Madam, your hus- 
band needs a rest. One of you must take 
a vacation.” 

For the treatment of attacks of colic 
Hamner advises rest in bed, large dose of 
bromide, 14 to 1 drachm, a hypodermic in- 
jection of atropine, a hot-water bag, electric 
pad stupés to the abdomen. Morphine is 
to be used very carefully on account of 
habit. A large dose of castor oil and colon 
Irrigations with warm soda solution are 
often useful. 

Irritants such as silver nitrate should not 
be employed, in his opinion. Combination 
of castor oil by mouth, codeine and atro- 
pine hypodermically, and colonic lavage will 
be followed often by relief and sleep. If 
this does not give relief, a good plan is to 
put the patient into the knee-chest position 
and inject slowly into the colon from one- 
half to one pint of warm olive oil or cotton- 
seed oil, to be retained over night, or as 
long as possible. The injection is often 
followed by the passage a few hours later 
of the oil and an abundance of mucus, with 
the disappearance of the colic. 





Treatment in Botulism. 


In the Archives of Internal Medicine for 
March, 1921, Burke, ELper and PiscHet, 
in their conclusions, state : 

Spoiled foods containing gas may appear 
to be boiling for several minutes before the 
true boiling point is reached. They recom- 
mend that all suspected food be subjected 
to vigorous boiling for at least thirty min- 
utes before being tasted. 

Spoiled canned foods giving the appear- 


ance of boiling for seven minutes and sub- 
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jected to actual boiling for four minutes 
are not safe to eat. Spoiled canned foods 
exposed to a temperature of 80° C. for one 
hour may appear to be boiling part of the 
time and not be safe to eat. 

We may expect to have outbreaks of 
botulism following the eating of insuf- 
ficiently cooked spoiled foods. 

The heat resistance of the disease-pro- 
ducing power of different kinds of spoiled 
canned foods containing C. botulinum and 
its toxin has not been determined and prob- 
ably will be found to vary. 

There have been no recorded outbreaks 
of botulism in this country without a his- 
tory of preserved foods having been eaten. 

There is no evidence that infection in 
man ever follows the ingestion of toxin- 
free organisms of C.. botulinum. 

There is no evidence that infection in 
man ever follows the ingestion of the toxin 
and organisms of C. botulinum. 

Botulism does not result from the inges- 
tion of small numbers of toxin-free spores. 

The disease-producing power of an old 
can of spoiled beans containing C. botulinum 
and its toxin can be destroyed by an ex- 
posure to temperatures that rarely if ever 
destroy the spores of C. botulinum. 

Rabbits can be saved from the effects of 
feeding 2 M.L.D. of a toxic culture of C. 
botulinum by the intravenous injection of 
the homologous antitoxin as soon as the 
symptoms appear. Such rabbits cannot be 
saved if the antitoxin treatment is delayed 
until the symptoms are well advanced. 

In outbreaks of botulism, as soon as the 
first case develops, a polyvalent immune 
serum should be injected intravenously in 
all those who have partaken of the suspected 
This treatment should materially 
decrease the death-rate. 

The contents of a full normal rabbit 
stomach does not neutralize the toxin of C. 
botulinum, but it apparently reduces the 
action of the toxin to some extent by slow- 
ing down or preventing its absorption. 

Fats and oils do not neutralize the toxin 
of C. botulinum. 

Fats and oils will protect against the 


meal. 
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action of the toxin of C. botulinum when 
the toxin and fat or oil are emulsified and 
injected subcutaneously into guinea-pigs. 
This protection is very limited and varies 
with the degree of the emulsion and the 
type of fat. The protection is due to a 
slowing down of the rate of absorption of 
the toxin. 

Olive oil will delay the action of the toxin 
in the stomach of a rabbit when force-fed 
immediately after the toxin and at re- 
peated intervals. It apparently affords no 
greater protection than milk. 

Certain food substances, such as glucose, 
brain tissue, milk, eggs, and gelatin, do not 
neutralize the toxin of C. botulinum and do 
not protect as effectively as olive oil against 
the action of the toxin in subcutaneous in- 
jections. 

Apple vinegar, giving a positive test for 
alcohol, protects against the action of the 
toxin of C. botulinum when the two are 
mixed, incubated two hours and injected 
subcutaneously into guinea-pigs. 

The protection afforded by the vinegar 
is not due to necrosis of the tissues, since 
vinegar neutralized with sodium hydroxide 
does not cause necrosis, and still protects 
against the action of the toxin. The pro- 
tection afforded by the vinegar may be due 
to the alcohol present. Acetic acid and 
sodium acetate do not neutralize the toxin 
of C. botulinum. 

Vinegar when force-fed immediately 
after a toxin filtrate and at repeated inter- 
vals afforded some protection against the 
action of the toxin in the stomach of the 
rabbit. 

Sodium hydroxide, potassium perman- 
ganate and liquid soap have a neutralizing 
action on the toxin of C. botulinum. 

Adrenalin chloride has a slight neutral- 
izing action on the toxin of C. botulinum. 

Iodine and iodine to which sufficient starch 
has been added to prevent necrosis of the 
tissues have a strong neutralizing action on 
the toxin of C. botulinum. Potassium 
iodide does not neutralize the toxin of C. 
botulinum. In in vivo experiments, iodine 
injected on the opposite side of the body 





579 


THERAPEUTICS 


from the toxin afforded no protection. 
Gram’s solution affords some protection 
against the action of the toxin in the stom- 
ach of the rabbit when force-fed immedi- 
ately after the toxin. 

The treatment of botulism is in the ex- 
perimental stage, and based mainly on 
insufficient or inexact knowledge. In ex- 
perimental work with laboratory animals 
and in the treatment of human cases of 
botulism there has not been gained suf- 
ficient knowledge to develop a scientific 
treatment. This can be explained partly 
on the grounds that it is only within the 
past few years that the attention of the 
investigators has been drawn to the subject 
of botulism, and partly to the fact that we 
are dealing with a powerful and rapidly 
acting toxin. However, they have reasons 
to believe that when further experimental 
work has been done, and physicians become 
better acquainted with the disease, a treat- 
ment will be developed that will materially 
lessen the death-rate. 

The treatment of botulism may be 
classed as specific and general. By specific 
treatment is meant the use of an immune 
serum which neutralizes the specific toxin 
of C. botulinum. Since there are at least 
two distinct toxins, and there is no rapid 
means of determining the type, it is neces- 
sary to use a polyvalent antitoxin or a Type 
A anda Type B antitoxin. And since there 
is a possibility that C. botulinum occasion- 
ally produces its toxin in the body, the im- 
mune serum should be bacteriolytic or 
bactericidal as well as antitoxic. The serum 
should be injected intravenously. 

The immune serum to be beneficial must 
be used as soon as possible after the diag- 
nosis is made. In all cases of doubtful 
diagnosis, all of those having partaken of 
the suspected meal should receive imme- 
diate antitoxin treatment. The antitoxin 
can only neutralize the toxin and prevent 
further injury. It is of no value to the 
already damaged nervous system. The 
evidence that they have indicates that treat- 
ment begun after the symptoms are well 
advanced will not, in most cases, alter the 
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course of the disease. But these investi- 
gators have sufficient experimental evi- 
dence to believe that some of those receiving 
lethal amounts of toxin can be saved by 
the use of antitoxin if the treatment is 
begun at about or before the time the symp- 
toms appear. 

The general treatment of botulism con- 
sists of treatment of the digestive tract and 
stimulation of the nervous system. Bot- 
ulinus toxin is a true toxin and differs from 
the toxins of diphtheria and tetanus in that 
it is, so far as is known, taken into and 
possibly produced in the digestive tract and 
is not altered by the gastric juice. This 
gives an opportunity to develop a treat- 
ment directed against the toxin in the 
digestive tract as well as in the blood 
stream. 

Treatment of the digestive tract in cases 
of botulism has been designed to prevent 
the further absorption of the toxin by its 
removal, stimulation of gastric secretions, 
the use of demulcents and oils. A method 
of neutralizing the toxin in the digestive 
tract should also be developed. 

Treatment of the intestinal tract in cases 
of botulism cannot be placed on a scientific 
basis until we know the effect of the intes- 
tinal contents on the toxin. Graham has 
shown that the droppings of chickens suf- 
fering from botulism and also droppings 
found .in forage causing botulism when 
ground up and fed to horses cause death. 
He apparently assumes that the toxin 
passed through the intestinal tract of the 
chickens, and that the horses died as the 
result of the ingestion of this toxin rather 
than from the production of toxin in the 
digestive tract following the ingestion of 
toxin-free organisms. Forssman has shown 
that the injection of 2000 lethal doses of 
toxin in the rabbit intestine does not cause 
death. He believed that the intestinal con- 
tents of the rabbit precipitated the toxin. 
Until we know whether or not the toxin in 
the intestinal tract is harmful we must pro- 
ceed upon the assumption that it is and take 
steps for its removal, neutralization, and 
the prevention of absorption. 
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Burke and his colleagues recommend the 
use of high enemas that will neutralize the 
toxin, prevent its absorption, and destroy 
the organisms. They have shown that some 
of the common ingredients of enemas should 
be beneficial. Liquid soap neutralizes the 
toxin, olive oil prevents its absorption, and 
turpentine may have some beneficial action. 
Iodine and potassium permanganate destroy 
both the toxin and organisms and might be 
used to advantage. The effect of soap on 
the organism is unknown and should be 
determined. If it can be shown that the 
toxin in the intestinal tract is harmless and 
is not produced there, the use of enemas 
can be restricted to feeding and the control 
of constipation. 

In those patients in whom the symptoms 
do not appear for several days after the 
ingestion of the toxic food, we may rea- 
sonably assume that there is very little, if 
any, of the ingested toxin remaining in the 
digestive tract. But since there is a possi- 
bility of infection and production of toxin 
in the digestive tract, it is necessary to pro- 
ceed on the assumption that toxin is always 
present in the stomach of any one suffering 
from botulism. When the symptoms appear 
in a few hours after the ingestion of the 
poisonous food we should expect to find 
toxin in the these cases 
paralysis of the stomach apparently sets in 
early. Case reports show that toxin has 
been found in the stomach several days 
after the ingestion of the toxic food. 

Treatment of the stomach should have 
in mind the removal of the toxic contents 
by stimulation of movement or the stomach 
pump, the prevention of absorption by the 
use of demulcents and oils or stimulation 
of secretions, the neutralization of the toxin, 
and the destruction of the organisms. The 
removal of the stomach contents is attended 
with some danger, as it may induce pneu- 
monia. The death-rate among those vom- 
iting is 75 per cent: among those not vom- 
iting, 70 per cent. The average time of 
death of those vomiting is 3.7 days and of 
those not vomiting 5 days after the inges- 
tion of the toxic food. This indicates that 


stomach. In 
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those ingesting the most toxin tend to vomit 
or the act of vomiting induces a terminal 
pneumonia. 

In their experimental work they have 
shown that the food taken in with the toxin 
delays the appearance of the symptoms. 
This is probably due to a slowing down of 
the rate of absorption of the toxin. Their 
work has also shown that a slowing down 
of the rate of absorption enables a guinea- 
pig to resist three lethal doses of toxin. 
The use of oils, milk and alcohol slowed 
down the action of the toxin in the stomach 
of the rabbit. lodine, potassium per- 
manganate and liquid soap have a strong 
neutralizing action on the toxin, but it has 
not been determined whether they can safely 
be used in the stomach in large enough 
amounts to be beneficial. 

Treatment of the stomach must be begun 
early, as paralysis of the throat soon sets 
in and there is great danger of pneumonia. 
Most of their rabbits dying after the fourth 
day showed gray hepatization of the lungs. 
A non-irritating gargle of 2-per-cent 
argyrol may be used as a precautionary 
measure. 

Pilocarpine has been used to remove the 
tenacious mucus usually found in the throat 
in advanced cases. It “should be used with 
caution; as the patient is unable to cough 
up fluid from the lungs if pulmonary 
edema is induced.” 

Treatment of the nervous system must 
be general until we know what nerves or 
nerve centers are affected. 
been used in most cases. 


Strychnine has 


We cannot hope for a more satisfactory 
treatment until our knowledge of the sub- 
ject becomes more exact. With our present 


knowledge of botulism, the death-rate 
should be reduced when antitoxin becomes 
more available and the symptoms more 
readily recognized. 

From an examination of the incomplete 
statistical data they obtain certain facts 
which have a bearing on the prognosis. The 
death-rate in this country varies from 60 
to 70 per cent. The death-rate among those 
first showing symptoms in all outbreaks in 
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this country is 90 per cent, among those 
last showing symptoms 60 per cent. The 
death-rate of those vomiting is 75 per cent. 
Vomiting cannot be considered a favorable 
sign. The death-rate of those showing 
symptoms in twenty-four hours after the 
ingestion of the toxic food is 84 per cent; 
of those showing symptoms for the first 
time after seventy-two hours it is 55 per 
cent ; and of those alive after the eighth day 
it is 20 per cent. 





Exophthalmic Goitre and Surgery. 


In the New York Medical Journal of 
February 19, 1921, Bram states that sur- 
gery is indicated in Graves’s disease when: 

1. Marked pressure symptoms of cervical 
and thoracic structures are evident. 

2. Malignant degeneration of the thyroid 
occurs. (Marked pressure symptoms and 
malignancy are unusual occurrences during 
the course of thyroid hyperplasia. ) 

3. A local structure (tonsils, appendix, 
pelvic abnormalities) which, by a careful 
process of exclusion, is found to have an 
etiological bearing on the syndrome. Sur- 
gical removal of such diseased tissues, 
in breaking the continuity of the vicious 
circles upon which the symptom-complex 
depends, may bring about a cure. 

Surgery is contraindicated in the vast 
majority of cases of Graves’s disease, for, 

1. The pathogenesis of the disease points 
to the thyroid as playing but a sntall part 
in the causation of the syndrome. 

2. The symptomatology of the affection 
is as wide-spread as the body itself, favor- 
ing strongly the pluriglandular theory. 

3. Physiology indicates that, in the hu- 
man being, it is almost as dangerous to 
attack surgically an overactive vital organ, 
such as the thyroid, as to attack surgically 
an overactive heart. 

4. On clinical grounds, Graves’s disease 
does not fall in the realm of surgery, as in- 
dicated by the considerable mortality rate, 
frequent operative accidents (e.g., myxe- 
dema, tetany, vocal paralysis), postopera- 
tive sequele (acute exacerbations, acute 
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psychoses), recurrences, and the lack of 
conclusive proof of complete surgical 
As has been suggested, surgical in- 
terference with the thyroid, by reducing the 
recuperative powers of the patient, pro- 
longs the state of invalidism and favors 
profound degenerative changes of the tis- 
sues of the circulatory and nervous systems, 
rendering the prognosis less favorable and 
the task of the internist tedious. 

5. On empirical grounds, Graves’s disease 
belongs strictly in the field of the internist 
who, having made endocrinology his field 
of special endeavor, is capable of demon- 
strating complete and permanent non-sur- 
gical cure of every case of the disease in 
which the vital structures are not badly 
damaged and a reasonable degree of co- 
operation is obtainable. 


cures. 





Cerebrospinal Fluid in Treated Syphilis. 


In the Journal of the American Medical 
Association of March 19, 1921, Moore, in 
summarizing his article on this subject, 
states : 

1. The cerebrospinal fluid of 642 syph- 
ilitic patients in all stages of the disease, 
but without demonstrable physical evidence 
of neurosyphilis of any type, has been ex- 
amined after the administration of from two 
to six months of antisyphilitic treatment. 

2. Of thirty-four patients with primary 
syphilis in whom treatment was begun 
before the appearance of secondary symp- 
toms, only one (2.9 per cent) showed an 
abnormal spinal fluid. 

3. After the appearance of secondary 
symptoms, the incidence of abnormal spinal 
fluid findings was about the same (from 12 
to 15 per cent), no matter how long the 
disease had existed, or by what lesions it 
was apparent. 

4, Only 12.7 per cent of these 642 patients 
showed spinal fluid abnormalities, showing 
that the amount of treatment administered 
had been successful in clearing up at least 
half of the early changes noted by other 
workers in untreated cases. 


5. Asymptomatic neurosyphilis is ap- 
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proximately twice as frequent in white as 
in colored patients. 

6. As minor signs of value in predicting 
the probability of mneurosyphilis are a 
persistently positive blood Wassermann 
reaction after treatment, slight pupilary 
abnormalities, and certain complaints of 
the patient, namely, headache, nervousness, 
lassitude, and generalized neuralgic pains. 
Of 173 patients who showed such signs, 
the spinal fluid was abnormal in forty-nine, 
or 28.3 per cent. On the other hand, of 
469 patients in whom neither these nor 
other more serious neurologic damage was 
demonstrable, only thirty-three, or 7.03 per 
cent, showed abnormal spinal fluids. 

%. In general, the serologic evidence of 
asymptomatic neurosyphilis can be caused 
to disappear by prolonged, intensive, routine 
antisyphilitic treatment. 

8. In the Syphilis Department of the 
Johns Hopkins Hospital, more than 20 per 
cent of all patients are clinically, or because 
of their serologic evidence, potentially out- 
spoken neurosyphilitics. 

Study of the spinal fluid should be car- 
ried out as a routine in all syphilitic patients, 
as an essential to intelligent treatment. 
Spinal puncture should be performed after 
the first or second course of arsphenamine, 
and should be repeated at least once before 
the patient is discharged as presumably 
cured. 

If this is done in every case of syphilis, 
and treatment intelligently administered ac- 
cording to the results obtained, the incidence 
of clinical neurosyphilis may be reduced to 
an absolute minimum. 





The Selection of Donors for Skin 
Grafting. 


In The Practitioner for March, 1921, 
JoNnEs states it is interesting to note that it 
has been shown by Shawan that, in hetero- 
geneous skin grafting, the grafts must be 
taken from some one of the same blood 
group as the recipient or from a Type IV 
group. 




















The Treatment of Syphilis. 
In the British Medical Journal of March 
19, 1921, MacCormac and KENNAWAY 
state that the following general conclusion 
may be drawn in respect to old-standing 
types of this disease. Although the symp- 
toms which the patient presents may be re- 
lieved, treatment fails to influence the Was- 
sermain reaction permanently. It is true that 
by prolonging the treatment over several 
years a negative Wassermann reaction may 
be sometimes brought about; but in their 
experience such an effect is not lasting. 
Although it is not strictly within the 
scope of this paper, treatment is so inti- 
mately connected with diagnosis that some 
reference to the interpretation of the Was- 
sermann reaction may be appropriate. It is 
becoming more and more common for pa- 
tients to be referred by practitioners, or to 
come voluntarily, for a “blood test.” Even 
the evidence of a single negative Wasser- 
mann reaction is sometimes accepted as 
conclusive. But the Wassermann reaction 
is only one of the factors upon which diag- 
nosis should be based. In all forms of 
syphilis, including the secondary, a nega- 
tive Wassermann reaction may be met with. 
Nor is there anything in the nature of 
syphilis to prevent the person infected with 
it and having a positive Wassermann re- 
action from developing some other disorder 
—for example, psoriasis or scabies. Hence, 
if the syphilitic nature of any lesion of the 
skin or elsewhere be concluded or excluded 
solely on the result of a “blood test” many 
mistakes will be made. This consideration 
is not purely academic. Examples of error 
arising in this way have frequently come 
under observation. Nor should the state- 
ment that treatment has an effect on the 
Wassermann reaction be allowed to pass 
unchallenged. Treatment has an effect 
upon the disease, and this is shown in the 
primary and secondary stages by the chang- 
ing character of the reaction. In the later 
Stages, on the other hand, treatment may 
alleviate or remove symptoms, but in the 
great majority of cases it does not cure the 


disease, and therefore fails to influence the 
reaction. 
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What is the meaning of such persistent 
positive Wassermann reactions? Are they 
merely the result of some habit of the tis- 
sues acquired as the result of previous in- 
fection? They believe that this is not the 
case, but that they indicate the presence of 


spirochetes. The best evidence for this 
belief is obtained from consideration of 
gummatous conditions of the skin. They 
know that treatment causes gummata to 
disappear, but they also know that the 
chance of subsequent relapse is consider- 
able. But gummata are the consequence 
of local spirochetosis. Here, then, the per- 
sistent Wassermann reaction is clearly as- 
sociated with the continued presence of 
spirochetes. In the case of disease of the 
skin the evidence is more obvious, because 
we can actually observe what happens, but 
consideration of facts goes to show that the 
above statement is equally applicable to 
old-standing disease of other parts of the 
body. The spirochetes have acquired some 
property enabling them to withstand reme- 
dies capable of destroying them at an ear- 
lier period of infection. This indifference 
of chronic infection to remedy is common 
to infective processes in general, and in this 
syphilis only obeys a recognized pathologi- 
cal law. 

Syphilis is but one process, whether it 
involves skin, mucous membrane, nerve, or 
other tissue, and the phenomena which go 
to make different diseases are largely the 
result of mechanical interference with func- 
tion. The principles upon which treatment 
is based vary in accordance with the dura- 
tion of infection. When infection is recent 
—that is, in primary and secondary syphilis 
—two objects are in view: cure of disease 
and prevention of communication to others, 
for at this period the disease is contagious. 
Therefore a severe and lengthy course of 
treatment should be undertaken. On the 
other hand, in old-standing disease only 
symptoms are treated, because the disease 
is now very difficult to cure and is no longer 
communicable. Therefore, the form of 
treatment may be shorter, and repeated 
from time to time as circumstances demand. 

In forming a comparative estimate of the 
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value of arsphenamine and mercury certain 
considerations should be borne in mind. In 
the early stages arsphenamine should be 
used to bring the disease within the scope 
of mercury, which finishes the cure. 
Arsphenamine rapidly brings about the 
negative phase, which is maintained by 
mercury. This may be interpreted as fol- 
lows: Arsphenamine destroys the major- 
ity of, sometimes all, the spirochetes, and 
mercury kills any which may have chanced 
to escape. But the amount of arsphena- 
mine must be adequate. As is shown in 
a table, six injections are often insuffi- 
cient. Nor are small doses satisfactory; 
not only is the favorable effect on the Was- 
sermann reaction often wanting under their 
use, but when they are employed the clin- 
ical manifestations after a period of im- 
provement may become active again, even 
under treatment. The “ten” series seems 
largely free from these objections, and al- 
though lesser amounts have succeeded in 
many cases, the standard of treatment 
should depend upon what the average, not 
the favorable exception, requires. 

In primary and secondary stages, then, 
treatment should commence with the series 
of ten intravenous injections of neoarsphen- 
amine already outlined. There appears to 
be an advantage in giving mercury at the 
same time, but the evidence in favor of 
this is not conclusive. On the other hand, 
if mercury be withheld during the period of 
arsenical medication, opportunity is afforded 
for improving the condition of the teeth 
and mouth and thereby diminishing the 
chance of subsequent mercurial gingivitis, 
a point of practical importance, since such 
an occurrence may seriously interfere with 
subsequent treatment. 

When the arsphenamine course is con- 
cluded mercury is administered by the in- 
tramuscular route for three months. The 
condition of the Wassermann reaction is 
then determined. If positive, the course is 
repeated from the beginning. If negative, 
mercury, either in the form of injections 
or pills, is continued until two years have 
been completed from the commencement 


THE THERAPEUTIC GAZETTE 


of treatment with suitable rests, the Was- 
sermann reaction being investigated every 
three months. 

Such a course is doubtless severe and 
prolonged. But with ordinary care and 
modification, if any condition demanding 
this arises, it can be carried out without 
harming or even inconveniencing the pa- 
tient. When the serious results of failure 
are put in the balance against it, it would 
appear to be entirely justified. Nor should 
the consequence of delaying cure be for- 
gotten. As time passes the disease becomes 
more fixed; therefore, if failure result from 
any form of treatment, the time that has 
passed in carrying this out may have al- 
lowed the disease to merge into an incur- 
able state. 

In the late stages in their series ten in- 
travenous injections of neoarsphenamine 
and then three months’ intramuscular mer- 
cury were given. What may subsequently 
be done depends upon the clinical progress 
of the case. In this connection it should 
be remembered that in disease of the nerv- 
ous system there is often a considerable 
latent period, up to three or four months, 
before improvement becomes evident. Rep- 
etition of this course is generally necessary, 
and this would be expected from what has 
already been said in reference to the Was- 
sermann reaction. 

Finally, it may be added that even in 
late stages of the disease active forms of 
medication, such as arsphenamine or mer- 
cury by inunction or injection, are prefer- 
able to other methods. 





Diabetes Insipidus as a Hypopituitary 
Syndrome. 


In Endocrinology for March, 1921, 
MarRANON states that clinical experience 
overwhelmingly demonstrates that diabetes 
insipidus is, almost without exception, con- 
nected with a disturbance of the hypophysis; 
and more exactly, to a disturbance of the 
posterior lobe of the hypofunctional type. 
It is very important to note that the ma- 
jority of his cases (and the same thing 
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occurs with those published by other 
authors) were absolutely opposed to the 
hypothesis that it is a matter of tumors of 
the gland which, by secondary pressure on 
the neighboring nervous centers, and not 
by an endocrine disturbance, produce the 
polyuria; since in nearly all cases the 
lesions were not tumors but were sclerosis, 
atrophy, hemorrhage, etc., as was proved 
by the clinical and radiographic examina- 
tion. 

Great value is also attached in this regard 
to the favorable result of hypophyseal 
opotherapy. He does not understand how 
one can doubt the biological significance of 
the fact that the injection of the extract of 
the organ which the clinical and_post- 
mortem examination shows to be diseased 
in diabetes insipidus is the only therapeu- 
tic means, among so many which have 
been used through the ages, which in a 
certain and safe manner suppresses the 
polyuria. One cannot suppose that it is a 
question of a general action of these ex- 
tracts, as other polyurias, such as that of 
chronic nephritis or that of diabetes melli- 
tus, are not influenced by pituitrin, or are 
influenced to a very slight degree, as he has 
proved repeatedly. In consequence of the 
combined evidence of the curing of the 
polyuria of diabetes insipidus and not the 
other polyurias, and the efficacy of the ex- 
tract being precisely that of the gland 
which is found to have a lesion in this dis- 
ease, and no other extract or inorganic 
substance whatever having a like effect, he 
thinks one can assert, with Hoppe-Seyler, 
that the curative action of pituitrin in dia- 
betes insipidus has the same value as that 
of thyroidin in myxedema; that is to say, 
that even in the absence of other clinical 
symptoms it is sufficient that the polyuria 
diminishes or disappears after the injec- 
tion of the drug for one to decide upon the 
hypophyseal origin of the disease. 

A very interesting fact to which some 
authors have called attention, but which he 
thinks has not been sufficiently emphasized, 
is that pituitrin, used in the same dose for 
different cases (0.5 or 1 Cc. of the com- 


mercial solution), produces in various pa- 
tients a different effect, inversely propor- 
tional to the intensity of the polyuria. That 
is to say, that in patients with much poly- 
uria the effect is greater than in those with 
less polyuria; and in both the former and 
the latter, whatever the dose given, the 
quantity of urine is never less approximate- 
ly than normal. For example, 1 Cc. of 
pituitrin lowered the quantity of urine in 
one case from 12,000 Cc. to 1900 Cc.; two 
other cases from 9000 Cc. to 2000 Cc.; in 
another case from 9600 Cc. to 1300 Cc.; 
while in still another the diminution was 
only from 3500 Cc. to 1600 Cc. In two 
additional cases from 4000 Cc. to 1700 Cc., 
and from 4100 Cc. to 2000 Cc. In no case 
was the reduction less than 1500 Cc. It 
appears, then, that pituitrin is only able to 
act on pathological polyuria, by reducing it 
to normal, but without reducing it below 
this limit. This effect is obtained almost 
equally with a dose of 0.5 Cc. as with 1 Cc. 
of the commercial pituitrin. Doses greater 
than 1 Cc. do not increase the oliguric 
capacity of the drug. 





Personal Precautions Against Enceph- 
alitis Lethargica. 


The Lancet of March 12, 1921, in an 
editorial on this subject, states that the 
memorandum on encephalitis lethargica 
issued by the Ministry of Health concludes 
with a clear statement of the precautions 
which it is advisable for the individual to 
take against infection: 

The other occupants of a house in which 
a case of encephalitis has occurred, or is 
being treated, may be assured that the dis- 
ease is one of low infectivity, and that very 
little risk is run by association with the 
patient. At the same time it is desirable 
that such association should be limited to 
what is necessary for proper care and nurs- 
ing, and the patient should be well isolated 
in a separate room. 

Schoolchildren in the affected household 
may be kept from school, as a precaution- 
ary measure, for three weeks after the 
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isolation of the patient. There is no neces- 
sity to place restriction on the movements 
of other occupants provided they are fre- 
quently examined and remain well. Those 
in contact with the case, however, should be 
advised to use antiseptic nasal sprays of 
douches, and to gargle the throat with solu- 
tions such as those advised for influenza. 

For example, any of the following may 
be used: (1) One-per-cent solution of 
peroxide of hydrogen; (2) a solution of 
permanganate of potash, 1 in 5000, in 
0.8-per-cent solution of chloride of sodium 
(common salt); (3) liquor sode chlori- 
nate, 0.5 per cent. These solutions can be 
used as ordinary throat gargles or snuffed 
up the nostrils, or applied by an efficient 
spray. 

It is desirable that any persons in the in- 
fected household who suffer from 
throat or other symptoms suggesting an 
abortive attack should be treated from this 
point of view and isolated as far as pos- 
sible until they have recovered. The sick- 
room should be thoroughly cleansed and 
disinfected at the end of the illness. 


sore- 





Magnesium Sulphate in Arsenic 
Poisoning. 


In the Journal of Pharmacology and Ex- 
perimental Therapeutics for March, 1921, 
HANSEN states that although the evidence 
points toward a prolongation of life by 
magnesium sulphate, the antidote is so toxic 
in itself and the poison so variable in its 
effect that it is impossible to say con- 
clusively whether death in a given case is 
due to poison or to antidote. Further work 
must be done to find a compound of mag- 
nesium less toxic than the sulphate, which 
will have the antagonistic effect toward 
arsenic without the danger to the animal. 
Investigations are now being carried out 
with magnesium benzoate, with some 
promises of good results, but not enough 
material has been gathered for a report. 
The time of giving the magnesium in rela- 
tion to the administration of the arsenic 
may be a factor to consider, though so far 
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whether it was given one-half hour before 
or a few minutes later has apparently made 
no difference in results. 

Definite conclusions cannot be drawn in 
regard to the action of magnesium sulphate 
in arsenic poisoning, but results may be 
summarized as follows: 

1. Magnesium sulphate has prolonged the 
average life of a series of fifty rabbits 
poisoned by arsenic from 219 hours to 415 
hours on the average, but cannot be said 
to have saved life in rabbits. 

2. Magnesium sulphate is toxic in large 
doses and to some extent in medium-sized 
doses. 

3. There is a marked variation of indi- 
vidual susceptibility to arsenic poisoning. 





Treatment of Sprue by Massive Doses 
of Sodium Bicarbonate. 


In the British Medical Journal of March 
5, 1921, CASTELLANI states that in carrying 
out certain researches on sprue he noticed 
that to render strongly alkaline the urine 
of patients suffering from this malady it 
was necessary in most cases to give sodium 
bicarbonate in much larger doses and for 
much longer periods than in normal 
individuals or patients suffering from cer- 
tain other diseases ; the alkali tolerance was 
therefore increased. During this investiga- 
tion he noticed that the administration of 
massive doses of bicarbonate, instead of the 
usual small or moderate doses so often 
given in the malady, had frequently a most 
beneficial effect, especially as regards 
improvement in the intestinal symptoms, 
and seemed to help greatly the action of 
the dietetic treatment. 

The routine method of treatment he now 
uses in sprue is generally the following: 
The patient is kept at complete rest in bed 
and is placed at first on a strict milk diet. 
The mouth is kept scrupulously clean by 
using a diluted alum-carbolic mouth-wash: 

Glycerol alum, 
Glycerol acid carbol., a4 f3iv; 


Aq. rose, q. s. ad f5iv. 
One teaspoonful to a tumbler of waiter. 


And when painful patches on the tongue 
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are present, a cocaine-carbolic mouth-wash 
will be found useful: 

Cocaine hydrochlor., gr.v; 

Acid carbol., £3j; 

Glycerol boracic, f3vj; 

Aq. rose, ad f3iv. 

Half to one teaspoonful to a tumbler of water. 

A mild alkaline tooth-paste should be 
used to brush the teeth with several times 
daily. Quite a number of private patients 
come to him toothless; apparently the first 
advice most of them had received on arriv- 
ing in Europe was to have all of their teeth 
extracted. He has never seen in cases of 
genuine sprue the course of the disease 
arrested by such a procedure, and he 
strongly deprecates it, except in those cases 
in which the sprue condition of the mouth 
is complicated by true severe pyorrhea. If 
there is history of recent amebic dysentery 
—and this is in his experience very often 
the case—he gives at once a course of six 
or twelve emetine injections. 

In addition to these measures, the 
patient is placed on an intensive alkaline 
treatment, which is carried out (a) by 
giving very large doses of sodium bicarbon- 
ate by the mouth, and (0b) by intravenous 
injections of a 2- or 4-per-cent bicarbonate 
solution. 

In a number of cases the administration 
of large doses of bicarbonate by the mouth 
is sufficient. It is given in drachm doses, 
1 drachm three times daily for the first 
three days, 2 drachms three times daily for 
eight or ten days, and afterwards 3 drachms, 
or more, three times daily for several weeks. 
No untoward effects are noticed, but not 
rarely the patient feels and looks somewhat 
drowsy for a few days. If the drowsiness 
becomes marked the dose should be 
decreased. Papain, taka-diastase, pancrea- 
tin, etc., may be added to the bicarbonate, 
but the effect of these digestive drugs is 
not very brilliant in the acute stage of the 
malady, and he generally omits them 
altogether during the first weeks of the 
treatment; later, such preparations, and 
especially pancreatic extracts as emphasized 
by Brown, are useful. When the diarrhea 
is very severe 5 to 10 grains of salol may 





be added to the bicarbonate, but powerful 
astringents should always be avoided. The 
addition of a little salol to the powders is 
also useful when the urine becomes too 
strongly alkaline. In those rare cases in 
which there is constipation, magnesium car- 
bonate gr. x-xx may be substituted for 
salol. 
The standard formula for the powders is: 

Pulv. cinnamomi, gr. ss; 

Pulv. ipecac, gr.ss; 

Pancreatin, papain, or takadiastase, gr. iij; 


Salol, gr.v; 
Sod. bicarb., 3iij. 


The powders should be given in half a tumbler 

of water. 
The amount of the ingredients should be 
varied according to the symptoms presented 
by the patient, as already stated, and some 
of the drugs (cinnamon, ipecacuanha, pan- 
creatin, salol) may be left out altogether. 
At times in conjunction with the powders 
he has found it useful to administer bile 
salts (sodium taurocholate gr. ij in cachets 
t.i.d.). 

In certain peculiar cases of sprue charac- 
terized by severe asthenia and a distinct 
hyperpigmentation of the skin, in addition 
to the bicarbonate treatment, he has given 
adrenalin with good results. 

He has used intravenous injections of 
sodium bicarbonate so far in six cases, 
always in combination with the internal 
administration of large doses of bicarbonate 
as described above. Ten to twenty ounces 
of a 2- or 4-per-cent solution of bicarbonate 
is given slowly every day or every other 
day until twelve injections have been given; 
then the patient has a rest, but the intensive 
alkaline treatment by the mouth is con- 
tinued. After an interval of one or two 
weeks another course of injections is given, 
and a third course may be necessary after 
a further interval. The intravenous injec- 
tion should be given preferably by the 
gravitation method, observing all the pre- 
cautions commonly used in intravenous 
therapy. In the sterilization of the solution 
care should be taken to prevent any exces- 
sive formation of the carbonate, and this 
end is best achieved by taking the precau- 
tions suggested by Sellard—namely, the 
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bicarbonate solution should be put in strong 
narrow-mouthed bottles which are filled 
almost full in order to reduce the air space 
to a minimum, tightly-fitting stoppers being 
used. As an additional precaution these 
bottles can be sterilized in an atmosphere of 
carbon dioxide; this can be easily obtained 
by raising the autoclave to the boiling tem- 
perature, while water at the boiling point 
is provided at the bottom of the autoclave, 
and a handful of bicarbonate is thrown 
into the hot water. 

He has used the bicarbonate treatment 
here described in a large number of cases, 
and in 11, most of them private patients, he 
has been able to follow the course closely. 
His experience has been that sprue cases 
having this treatment, in addition to the 
usual dietetic measures, improve more 
rapidly than patients having only the 
dietetic treatment, though of course there 
are exceptions. It is interesting to note that 
the intestinal symptoms seem to be much 
more beneficially influenced than the mouth 
symptoms. 
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As regards the mode of action of the 
intensive bicarbonate treatment, he has very 
few remarks to offer. At one time he 
believed that large doses of bicarbonate by 
decreasing the acidity of the intestinal con- 
tents might check the growth of monilia 
fungi, considered by some authors to be 
the true cause of the malady, and by Low 
and himself to be merely the cause of cer- 
tain symptoms, as, for instance, the 
frothiness of the stools. If recent 
hypotheses concerning the etiology of the 
malady be proved correct, then a different 
explanation will have to be found. At any 
rate, there appears to be little doubt that in 
sprue a certain degree of acidosis is often 
present, and that an intensive alkaline 
treatment is indicated. 

He concludes that the administration in 
sprue of massive doses of sodium bicar- 
bonate by the mouth and intravenously, in 
conjunction with the usual dietetic measures, 
gives satisfactory results in a large number 
of cases, especially as regards the intes- 
tinal symptoms of the malady. 





Surgical and Genito-Urinary Therapeutics 


Results of “Forage” of the Prostate. 


Luys (Urologic and Cutaneous Review, 
February, 1921) states that “forage” of the 
prostate consists in excavating a_ tunnel 
through the interior of the hypertrophied 
‘gland, under the aid of vision and through 
the natural passages, in order to permit 
the free flow of urine at the expense of the 
obstructions which impede micturition. 

In all patients suffering from retention 
of urine of prostatic origin the surgical 
treatment has entailed, at least in recent 
times, the enucleation of the gland either 
by the perineal route or more often by the 
transvesical route. In these cases, although 
the surgeon may have completely removed 
the gland the exact diagnosis of the in- 
trinsic cause of the urinary retention often 
has remained in obscurity, and the impor- 


tance of the surgical procedure has been 
found altogether disproportionate to the 
lesion. The prostate has been removed 
without determining if a lesser procedure 
would not have had the same result. 

Close examination of the mechanical ob- 
structions which hinder micturition show, 
in fact, that these are minimal and that a 
less formidable surgical procedure would 
often suffice to remove their inhibitory 
effect. 

It should be made clear that there are 
two principal causes of the mechanical 
dysuria in hypertrophy of the prostate. 

The first is due to elevation of the vesical 
neck. An elevation designated “prostatic 
bar” is a true dam placed between the blad- 
der and urethra, impeding the evacuation 
from the bottom of the bladder. This dam 
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has the form of a roof with two slopes, 
one of which (vesical) has a slight inclina- 
tion, and the other (urethral) has a more 
abrupt and almost vertical inclination. 

The second cause, at least as important 
as the preceding one, is due to the joining 
of the two hypertrophied lobes of the pros- 
tate which, pressed one against the other 
like two mountains, form an_ irregular 
anteroposterior tunnel. 

These are the two causes of dysuria in 
hypertrophy of the prostate which are com- 
pletely overcome by “forage” of the pros- 
tate. In fact, “forage” of the prostate has 
a double purpose: the first is to destroy the 
“prostatic bar;” the second is the circular 
scooping out (“forage”) of the joined 
prostatic lobes along the whole length of 
the prostatic tunnel. 

These two causes are sometimes sep- 
arated, sometimes associated. Thus in 49 
cases of prostatic adenoma treated by Luys 
he found: 

Twenty cases of simple prostatic bar. 

Two cases of simple joining of the lateral 
lobes. 

Twenty-seven cases of association of 
prostatic bar with joining of the lateral 
lobes. 

He has treated 52 patients by “forage” 
of the prostate, and thus far he has not 
had a single operative fatality. On these 
52 cases he obtained 44 excellent and last- 
ing results, namely, 84.6 per cent of cure. 

Of the eight other patients, four are 
either still under treatment or abandoned 
the treatment; two obtained moderate re- 
sults (3.8 per cent), and in two the method 

was unsuccessful owing to the enormous 
size of the enlarged prostates (3.8 per cent). 

The operation of “forage” is contraindi- 
cated only in the type of case in which 
the prostate is so abnormally large that to 
effectually tunnel through the whole extent 
of the prostatic urethra entails such enor- 
mous difficulty as to tax the patience both 
of the surgeon and the patient. It is in 
such cases that transvesical prostatectomy 
is preferable. 

Perhaps another contraindication is in 
tight stricture of the urethra, for to carry 
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out the operation well it is indispensable 
to have a large canal—but in reality the 
undilatable urethras are rare exceptions. 

The advantages of “forage” are that it 
is a benign operation with no mortality 
rate. 


It is a non-mutilating operation, as it 
leaves all the patient’s organs intact. It 
conserves the ejaculatory canals, and the 
patients, after operation, often have normal 
sexual relations. 

It does not confine the patient to bed. 

It may be carried out on patients with 
renal insufficiency. 

It is the only practical operation for 
young prostatics with acute or chronic 
retention. 

That “forage” sometimes gives results 
superior to prostatectomy is illustrated by 
an example. 





Radium and Nevus. 


ABBE (Urologic and Cutaneous Review, 
February, 1921), calling attention to the 
marginal vessels around radium scars, finds 
that ignipuncture is the only satisfactory 
cure. The art in doing this is to use an 
ordinary lady’s hat-pin with a wad of damp 
cotton enveloping it two inches from the 
point. This must be heated to cherry-red 
heat in a flame and pricked into the vein 
at a black heat, when maximum coagula- 
tion and no bleeding will seal the vessel 
with almost invisible puncture scar. To 
apply radium to nevi, it is necessary to give 
enough to cause erythema, but not to blister, 
and a very light erythema at that. 

In thick angiomatous nevi the best per- 
manent results are more easily obtained 
than in delicate port-wine marks. Whether 
these are on the forehead, face, or lips, the 
one essential in treatment is to compress 
them so that opposite vessel walls of the 
spongy mass are in contact during radium- 
ization. The cross-firing of two flat radium 
plaques, as in compressing a large angioma 
of the lip, gives certain cure, if adequate 
treatment is given. It will always be wiser 
not to give too much on the first occasion, 
until accumulated experience shows what 
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amount will not produce scar. A good 
guide is the erythema dose—short of blister. 
It is best to use 1/10 m.m. lead filter with 
gauze and paper to check secondary radium 
burns on the skin and apply it for one hour 
under pressure. After six weeks one can 
judge the result, not sooner. Then a fur- 
ther delay and a second treatment are due. 
This applies to light or dark port-wine 
stains, whose cure should not be attempted 
at one sitting. Indeed the treatment of a 
blemish of so important a nature as a port- 
wine nevus of the face should never be 
undertaken lightly. The results are to be 
seen conspicuously for life, and it should 
be arranged with full understanding of the 
patient that no haste should be made, nor 
exalted expectations permitted. Else the 
result may disappoint. 

The treatment should be at intervals of 
three months, and extend over not less 
than two years. This will give due time 
for slow tissue changes to manifest them- 
selves and color changes to occur. It will 
be difficult for surgeon or patient to re- 
member the exact shade of purplish-red 
skin which was in evidence before treat- 
ment after two years have passed, unless 
color photographs (Lumiere) or color illus- 
trations be made beforehand. In all cases 
radium applications to delicate skin nevi of 
the face should be made by slow movement 
of the applicator over the area treated dur- 
ing the entire sitting, else the result will 
be spotty. 

Large, purple cavernous angioma of the 
tongue can be well reduced by a flat radium 
applicator compressing the tongue to flat- 
ten the vessels. The tongue should be made 
tender by one application, which may be 
repeated in two months. 

The lip is often the seat of a single, 
round, purple angioma, raised like a split 
pea. This can be caused to disappear by 


two or three good radiumizations of the 
same duration as other cavernous angi- 
omata. 

In massive, deep cavernous angiomata 
covered by a natural skin, it is permissible 
to introduce small radium tubes or needles, 
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sterilized, into the center of the mass, to 
bring about blocking of the vascular mass. 

Experience has shown that the surgeon 
must approach the radium treatment of 
nevi with the same caution that he would 
exercise in any cosmetic operation on the 
face, always mindful that a scar, or a 
scarred nevus, is a lifelong defect and may 
be more regretted than the original condi- 
tion. Yet with caution many excellent 
results are obtained. 





Radium and X-ray in Carcinoma of the 
Breast. 

Quick (Surgery, Gynecology and Ob- 
stetrics, February, 1921) in an article on 
this subject concludes as follows: 

The x-ray occupies a place in the treat- 
ment of every case of carcinoma of the 
breast. 

In certain cases radium may be used to 
considerable advantage in combination with 
the x-ray. 

The cases in which radium proves val- 
uable in this combination are mainly: 

Localized flat recurrences where surface 
applications of radium can be made directly 
over the lesion. 

Bulky recurrences where radium emana- 
tion can be embedded directly into the 
tumor. 

Axillary involvement which is always 
difficult to influence favorably with --ray 
alone, where radium emanation can be em- 
bedded in the neoplasm or in axillary fat 
tissue so as to give a diffuse radiation of 
the axillary space from within. 

Inoperable primary cases in which em- 
bedded emanation can be utilized to radiate 
the tumor from within, as well as the axilla, 
and even to attack supraclavicular space 
in the same way, if necessary. 

Primary cases refusing operation where 
treatment may be carried out much in the 
same way as in the inoperable primary 
cases. 

The combination of radium and x-ray 
may, in some instances, change an inoper- 
able into an operable case. 

When one embeds radium emanation 
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needles in a primary tumor and in invaded 
lymph nodes and follows with massive 
x-ray dosage through the skin, a powerful 
destructive effect is produced on the tumor 
tissues amounting to local necrosis, the 
lymphatics may reasonably be considered 
sealed, invisible vagrant cells are incarcer- 
ated or destroyed, and all this is accom- 
plished without removing the natural bar- 
riers which exist against progressive car- 
cinoma, to wit, both types of lymphocytes 
and plasma cells and the growth of con- 
nective tissue around the tumor; these are 
the only natural agents of resistance to 
carcinoma that we know anything about. 
The treatment of mammary cancer by these 
physical agents is, therefore, based on 
sound theory, since it intensifies the natural 
reaction of the tissues to carcinoma, while 
producing in addition a very strong de- 
structive action on the tumor. 

In view of these theoretical consider- 
ations and of our clinical results to date we 
feel that the scope of operability in mam- 
mary cancer should be reduced. Already 
the pendulum has swung far in this direc- 
tion in other fields, notably in uterine car- 
cinoma. Here the fallacy of operating on 
advanced growths has been generally recog- 
nized, surgery has been reserved for the 
early cases, and physical agents have been 
substituted in the others as offering the 
greatest amount of relief for the longest 
period. There is no good reason why such 
a principle should not be applied in car- 
cinoma of the breast as well. 





Arsphenamine-serum Precipitates and 
Their Relation to Clinical 
Reactions. 


SCHAMBERG, TOKUDA and KoLMER 
(Archives of Dermatology and Syphilology, 
March, 1921) observe that of the numerous 
theories advanced in explanation of the 
reactions and fatalities following the intra- 
venous injection of solutions of arsphena- 
mine, considerable attention has been given 
to those based on the formation of precipi- 
tates in the blood which may result in 
pulmonary embolism and the production. of 
immediate symptoms and even death. 
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As a result, the amount of alkali in the 
solutions of arsphenamine has great influ- 

ence on the reactions following the mixture 
of a serum and arsphenamine in test tubes. 
For this reason the solutions of monosodium 
arsphenamine produce more precipitates 
than the disodium solutions because the 
latter contain an excess of alkali. Further- 
more, all precipitates, including those pro- 
duced when acid solutions of arsphenamine 
are mixed with serums, can be dissolved at 
once by the addition of a few drops of a 
normal solution of sodium hydroxide. This 
constitutes proof that the precipitate is a 
drug precipitate and not a protein precipi- 
tate, because a protein precipitate could not 
be redissolved in this manner. 

The amount of alkali in the solutions of 
neoarsphenamine may have a similar rela- 
tion to the results observed when solutions 
are mixed with serums. The results 
observed in these experiments indicated that 
the solution of some lots of neoarsphena- 
mine produced more positive reactions than 
other lots; furthermore, the addition of a 
single drop of normal sodium hydroxide 
immediately dissolved the precipitates and 
yielded clear solutions. 

The serums of patients exhibiting 
immediate (nitritoid) reactions after neo- 
arsphenamine did not form precipitates 
when brought in contact, in the test tube, 
with solutions of neoarsphenamine. Nega- 
tive results were similarly obtained with 
the serums of patients who had febrile and 
gastrointestinal reactions. 

Test-tube precipitates of arsphenamine 
occurred as frequently and as pronouncedly 
with the serums of patients not exhibiting 
febrile and gastrointestinal reactions after 
arsphenamine as with the serums of those 
who did manifest such reactions. As prac- 
tically no nitritoid reactions occurred after 
arsphenamine during the period of this 
study the serums of such patients could not 
be tested. 

In so far as the results observed with the 
serums of patients showing immediate 
(nitritoid) reactions after the administra- 
tion of neoarsphenamine are concerned, the 
authors found no evidence to support the 
deductions of Berman that these simple 
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tests will serve to foretell the occurrence of 
these reactions, although it must be stated 
that Berman’s tests were conducted with the 
serums of patients who had “nitritoid” 
reactions after the administration of ars- 
phenamine. 

It is highly probable that the reactions 
observed when serums and solutions of 
arsphenamine and neoarsphenamine are 
mixed in test tubes, are primarily dependent 
on the amount of alkali present in the 
solutions or in the serums. The amount of 
alkali present in different lots of arsphena- 
mine and neoarsphenamine is likely to vary 
and thereby influence the occurrence of 
precipitates with different lots of the drugs 
and the serums of patients. These precipi- 
tates are largely composed of arsphenamine 
or neoarsphenamine rather than of serum 
proteins, and are readily dissolved by the 
addition of traces of sodium hydroxide. 





Routes of Access to the Heart. 


Matas (Medical Record, April 9, 1921) 
thus briefly sums up the lessons which have 
a direct bearing upon the heart in general 
with reference to the extraction of foreign 
bodies. 

The indispensable association and collab- 
oration of the radiologist with the surgeon 
for diagnostic and operative purposes. 

The proved efficiency of this collabora- 
tion has added vastly to the safety of the 
intrathoracic manipulations and to proce- 
dures for the extraction of foreign bodies, 
which hitherto have been regarded as 
largely impracticable if not visionary. 

The disregard of the pleura and of the 
risks of acute surgical pneumothorax, con- 
trary to all preconceived notions of the 
gravity of this complication in ante-bellum 
days. 

After a description of avenues of -ap- 
proach he alludes to the method of Petit de 
la Villeon, to wit: the search for intra- 
thoracic projectiles under the fluoroscopic 
screen and extracting them through the 
smallest button-hole openings. The openings 
are made in the intercostal spaces after a 
careful localization of the projectile, and 
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with this in constant view, a long, blunt- 
pointed forceps extracts it wherever it may 
be. This method, called “forceps under 
screen,” is one of the most extraordinary 
and sensational developments of this war’s 
experience. In 1919 De la Villeon reported 
the extraction of 14 projectiles from the 
cardiopericardial or cardiopulmonary areas. 
All of these patients were up and about in 
from three to five days after the operation. 
The “permissible zone” of attack was the 
pericardium, the thick wall of the left ven- 
tricle, and the thicker cone of the apex, but 
in any case the depth of penetration of the 
forceps should never exceed the more 
superficial layers of the myocardium and 
not deeper than 3 mm. from the visceral 
layer of the pericardium. 

Matas quotes Delorme’s statistics gath- 
ered from French military sources during 
the war, including 25 cases. Ten of the 
missiles had been removed from the right 
ventricle, three from the right auricle, two 
from the left ventricle, and one from the 
left auricle. The result in thirteen cases 
was ten recoveries and three deaths. 
LeFort states he has removed eleven foreign 
bodies from the heart in the course of nine 
operations; in two cases from the heart 
cavities, with only one death. 

Pierre Duval, including the operated and 
unoperated cases to December, 1918, sums 
up the gross comparative statistics for late 
or delayed operations for cardiac projec- 
tiles. The total number of war projectiles 
in the heart up to 1918 is 62. Of the 62 
cases 39 were parietal. Of these 16 were 
operated, with 14 recoveries and 2 deaths; 
23 were not operated, with 23 recoveries 
and no deaths. There were 23 cases of pro- 
jectiles retained in the heart cavities, of 
which 10 were operated, with 7 recoveries 
and three deaths ; not operated, 13, with 12 
recoveries and 1 death. 

Matas states that, judging by statistics, it 
plainly follows that non-intervention should 
be the rule. Evidently, however, the indica- 
tions for operation cannot be definitely 
formulated. They must be based upon the 
individual prognosis from the point of view 
of the condition of the patient, the degree 
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and duration of his disability. It is only 
when life is threatened by the presence of 
the projectile, and the patient thoroughly 
understands his danger as well as the risks 
of the operation, that this can be regarded 
as justifiable. If an operation is decided 
upon, it is then that the advances and the 
new knowledge of the technique acquired by 
the experience of the late war will prove 
to be invaluable acquisitions. 


The Standardization of Methods of 
Treatment in Orthopedic Surgery and 
in Industrial Surgery of the Extremi- 
ties and Spinal Column. 


Oscoop (Illinois Medical Journal, April, 
1921) under this title observes that stan- 
dardization must come first of all by 
thorough and entirely impartial study of 
our end results, not of months, but of years. 
The standards must constantly change, must 
advance, by research, by perfecting opera- 
tive technique, by ingenuity in devising 
apparatus, and by ascertaining the value 
of various physiotherapeutic measures, but 
we can at least start to honestly study our 
end results now, enormously helped by the 
unfortunate plenitude of cases with which 
the war has’ furnished us at home and 
abroad. 

The standardized methods of treatment 
of the systemic disease are the same in 
adults and children. Rest, followed by as 
much function-returning exercise as is safe, 
outdoor air, heliotherapy in scientifically 
applied dosage—these are the irreducible 
minima. No one who has visited Rollier’s 
clinic on the Alp at Leysin or who has 
watched cases in this country treated by his 
methods can fail to be impressed by the 
greatly enhanced general high health with 
which the sun’s rays provide the patient, 
enabling him to combat and often to over- 
come the systemic disease. 

When we approach the problem of the 
treatment of the local lesion we must apply 
methods which are often very different in 
the lesions of children and adults. 

In children the standard method of treat- 
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ment of tuberculous joints is rest and fixa- 
tion without open operation. 

In adults we may say in general that the 
standard method is excision, striving and 
expecting to overcome the disease by depriv- 
ing the joint of motion, and, therefore, of 
the type of bony tissue in which the tubercle 
bacillus is most prone to grow. 

In the hip-joint in children there are still 
polemics as to whether fixation alone, with 
symptomless weight-bearing allowed, or 
fixation plus traction, and without direct 
weight-bearing, is likely to give the best end 
results. The one party maintains with 
Lorenz that a firmly ankylosed hip, in good 
weight-bearing position, is the safest and 
most useful end result in tuberculosis of the 
hip, and that simple fixation with weight- 
bearing is the best way to obtain it. The 
other group maintains with Bradford that 
we may look with hope for the restoration 
of a range of motion which is without 
danger. The social condition of the patient 
and hospital facilities largely dictate the 
method of choice. If he can receive little 
attention, a plaster spica is perhaps safest. 
If he can have careful home or hospital 
care, with intelligent attention to his trac- 
tion, preferably in an abduction hip splint, 
the arguments for its use, based on the 
morbid anatomy of the lesion, would seem 
to bear most weight. 

The routine employment of homogenous 
bone grafts or extensive ankylosing opera- 
tions on the spine in tubercular caries in 
young children is still sub judice. Recum- 
bency in a corrective position on a Bradford 
frame can still show as permanently good 
results as any ankylosing operation and 
without too great sacrifice of time. To be 
safe we must stiffen by operation larger 
areas of the spine than nature does, and the 
story of possible secondary back and pelvic 
joint strain in later life has not been 
written. 

In adults the boiled beef bone graft advo- 
cated by Gallie and employed in the largest 
series of cases by Brown seems to bring 
about as firm an ankylosis in a short time 
and to be tolerated as well as the more 
mutilating homogenous grafts. This should 
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be combined with a fusion operation after 
Hibbs’s method. 

When we see a bow-legged or knock- 
kneed child our first thought is braces or 
operation, but we must dismiss the thought 
until we are able to answer two questions: 
(1) Is the nutritional disease quiescent? 
(2) Is the deformity increasing or diminish- 
ing? Surprisingly bad cases of both 
deformities correct themselves if the under- 
lying disease is controlled. All light cases 
may be said to do so. If corrective opera- 
tion is decided upon, shall we do an open 
osteotomy, shall we break the bones without 
the skin (if we are lucky) in one of the 
many efficient forms of osteoclasts, or shall 
we with strong hands strive to correct the 
deformity by separating the epiphyses after 
the method of Codivilla? There may be 
methods of choice in individual cases, but 
the large series of successful end results of 
the osteoclases of Blanchard and _ the 
epiphyseal slidings of Codivilla should make 
us slow to condemn these rather rough— 
one may say almost brutal—but quite safe 
methods. 

Adolescent rickets, if there is such a dis- 
ease, is another story. The so-called 
epiphyseal separation of the hip with coxa 
vara in fat boys and girls with small geni- 
talia occurs usually only as a symptom of 
this disease, and is traumatic only in the 
sense that the final complete separation 
may occur as a direct result of very slight 
injuries. They may be usually greatly im- 
proved and often completely corrected by 
manipulation under full anesthesia and fix- 
ation in full abduction. Preliminary bed 
traction is often helpful in old or extreme 
cases. 

There is no standard method of treat- 
ment of scoliosis, nor are we able in many 
cases to secure anything like complete cor- 
rection or even prevent the development of 
deformity under our very eyes by any 
method of treatment, exaggerated and 
hopeful claims to the contrary. 

We must, first of all, see to it that we 
follow Ambrose Paré and strive to do no 
harm. Scoliosis is not faulty statics alone, 
else would every short leg in hip disease or 
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in infantile palsy surely develop it. 


They 
do not. It may be faulty statics, congenital 
or acquired, plus bone disease akin to rick- 
ets or osteomalacia, or it may be bone dis- 


ease alone. We seem to arrest or even cor- 
rect many slight early cases by exercise, by 
light corrective braces, perhaps by forcible 
plaster jackets, but perchance the under- 
lying bone disease corrects itself and nature 
does in reality what we seem to do. In 
severe progressive curvatures it would seem 
rational to impose recumbency plus medi- 
cation, plus hyperemic physiotherapy, plus 
corrective appliances, but let us first remove 
the force of deforming gravity, always at 
work in the erect position. 

Lorenz and others have claimed in young 
children 80 to 90 per cent of anatomically 
perfect reductions in congenital dislocations 
of the hip by the bloodless method. This 
per cent is probably in the light of the end 
results considerably too high. Moreover, 
secondary changes in the contour of the 
joint surfaces which follow repositions and 
later impair joint function are more com- 
mon than has been supposed. On the other 
hand, reduction by open operation has left 
far too many stiff hips in its train, unless 
we find that Galloway’s recently reported 
large percentage of successes can be dupli- 
cated by other surgeons. Bloodless reduc- 
tion is still the method of choice, with after- 
care a most important element in the ulti- 
mate correction. Up to four years, reposi- 
tion is usually comparatively easy, but re- 
tention by no means sure. After seven, 
every successful case should be reported 
and medical literature will not be encum- 
bered by these reports. 

When should we begin to correct a con- 
genital club-foot? The day we discover it. 
First, by daily manipulation and adhesive 
plaster or soft-dressing retention in infants, 
and plaster-of-Paris dressings in_ later 
childhood, until once correction has been 
obtained and weight-bearing in slight valgus 
can aid in maintaining the correction. In 
resistant cases of over four years, which 
have not been amenable to correction by 
repeated manipulations and retention in the 
three-part plaster of Fiske, Ober’s opera- 
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tion, which consists of an open subperios- 
teal freeing of all restricting ligaments, 
deltoid, calcaneo-scaphoid, and plantar, is 
usually successful and non-mutilating. The 
twist of the os calcis must be corrected as 
an important base of the deformity, and if 
the fore foot still persists in turning in, the 
careful osteotomies and ostectomies of the 
tarsus and metatarsus after Hoke’s meth- 
ods are efficient. Bone operations in gen- 
eral are not standard methods of treatment 
in childhood. 

In poliomyelitis it is almost futile to 
attempt to outline standard methods of 
treatment. In the early stages, for six 
months, probably a year, prevention of de- 


formity is the only surgical treatment and. 


is of utmost importance. Unexpectedly 
complete recovery often occurs. We also 
know that tendon transplantation, supple- 
mented by tenotomies if contractures have 
been allowed to occur, is our next pro- 
cedure. The groups which may be trans- 
planted with more or less standard results 
are becoming known and their number is 
diminishing with the knowledge. 

Can we standardize the treatment of foot 
strain and faulty weight-bearing, this com- 
mon and crippling condition affecting the 
laboring and leisure classes? The most 
efficient feet are often perfectly flat in 
standing. If we recognize that strained 
feet, not flat feet necessarily, are almost 
always induced by imperfect or inadequate 
muscle action we shall succeed in standard- 
izing our treatment and in relieving our 
patients. 

If our cure is to be permanent we must 
permanently restore normal-balance to the 
muscles. They will often restore the balance 
themselves if given a chance. If not, we 
must correct faulty body posture, teach 
them proper methods of walking, exercise 
the adductor muscles at the expense of the 
abductors. Restoration of normal balance 
is the standard treatment. 

In anterior arch troubles and painful cal- 
luses the problem is the same—first, lift the 
patient off the painful metatarsal heads and 
mold the arch back by lateral pressure and 
supporting pads or plates; then teach the 


patient to lift his own metatarsal heads off 
the ground by the development of the long 
flexors of the toes and the intrinsic muscles 
of the foot. Rigid feet must be usually 
dealt with by manipulation or open opera- 


tion, and are rarely completely relieved. 


One of the direct results of the war has 
been the standardization of the treatment 
of infected bone. The principle is disinfec- 
tion. Many disinfectants have been used. 
Dakin’s solution and Carrel’s meticulous 
technique have shown better results than 
any others, and what is significant, these 
results have been repeated by other sur- 
geons who have omitted no essentials of 
the method. Macroscopically infected bone 
must be surgically removed so as to leave 
a crater with no overhanging edges. When 
the bacterial count remains practically zero 
most of these craters may be filled with 
muscle or skin flaps and a secondary skin 
closure attempted, with excellent hope of 
success. 

Curetting the bone is no longer standard 
treatment, and the measure of its success 
we know, by the almost certain recurrences 
of trouble which have rewarded the former 
routine treatment. The surgeon who uses 
a curette to clean bone except in very rare 
instances should not to-day be considered a 
bone surgeon. 

Although the war furnished an unfor- 
tunate plethora of infected joints, it con- 
tributed less than is generally supposed to 
the available knowledge of the treatment 
of joint infections. In one important par- 
ticular it may be said to have revolutionized 
treatment. Willems has apparently demon- 
strated that early voluntary joint motion, 
even in the presence of open wounds, pro- 
vides the most adequate drainage and pre- 
serves the greatest amount of function. 

In spite of favorable reports, the writer's 
experience with septic joints does not lead 
him to believe that drainage is usually 
greatly bettered by the procedure. The 
end results have been certainly very 
distressing in many instances. 

In joints upon which clean operations for 
internal derangements have been performed 
Osgood believes that early voluntary mo- 
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tion, as soon as the stitches are out, per- 
haps before, will become a standard method 
of treatment. 

In lower limb amputation we should pro- 
vide a provisional prosthesis, usually in the 
form of a plaster pylon, and begin weight- 
bearing as soon as our wounds are closed, 
sometimes in infected stumps even in the 
presence of granulating surfaces. The men- 
tal condition of the patient is enormously 
benefited thereby and the stump shrinking 
and hardening is hastened. The date when 
the final definitive limb may be supplied 
is brought nearer. This matter of early 
weight-bearing is of great importance. 

Three rules to be followed in standardiz- 
ing the treatment of sprains are: 

Be sure the sprain is not a fracture or a 
sprain-fracture. If one exists we must 
prevent exuberant callus by more complete 
immobilization and less complete function. 

Determine the exact anatomy of the le- 
sion by ascertaining the method of its pro- 
duction and its mechanical necessities. 

Protect the torn ligament or ligaments, 
usually by adhesive plaster, and allow 
immediate function, the completeness of 
which is directly proportionate to the com- 
pleteness of the protection. 

As to dislocation, the standard of treat- 
ment is complete reduction and incomplete 
fixation. At the earliest possible moment, 
surely within a_ week, slight 
movement by the patient should be encour- 
aged at least once a day, the retentive 
apparatus being removed under observa- 
tion. 


voluntary 





Treatment of Hemorrhoids by 
Electrolysis. 

Wess (British Medical Journal, March 
26, 1921) thus describes his procedure: 

The patient, having had the bowels 
thoroughly cleared out by an aperient over 
night and a saline in the morning, is placed 
on the left side, and a large indifferent 
electrode, connected to the negative terminal 
of a source of constant current, is applied 
over the right buttock and hip, taking care 
that it is in close apposition with the skin. 
If the hemorrhoid is not fully prolapsed the 
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patient is asked to strain to bring it down. 
The pile is now painted with a mixture of 
phenol gr. 30, menthol gr. 30, quinine 
hydrochlor. gr. 22, adrenalin gr. 1/100, 
which Webb has found to be the best “sur- 
face anesthetic,” and after a minute or two 
it will be found that a local anesthetic can 
be injected into the tissue below the base 
of hemorrhoid without pain, provided that 


a sharp fine needle be employed. Webb 
usually employs sol. urea and = quin. 
hydrochlor. (Parke, Davis & Co.). After 


about ten minutes the pile is completely 
anesthetic, though almost immediately after 
being painted it can be painlessly grasped 
with artery catch forceps to prevent its 
retraction. Two or three long zinc needles, 
or thin spears made from “slivers” of sheet 
zinc and soldered to flexible insulated wire, 
are thrust into the base of the pile parallel 
to its long axis, and several more into the 
substance of the pile. All these needles are 
connected to the positive pole of the source 
of current, and are packed round with oiled 
wool to prevent their causing blisters on 
the parts round the anus. The current is 
now slowly turned on till a strength equal to 
about 12 to 15 milliamperes per needle is 
reached, and is allowed to flow for ten or 
fifteen minutes and then gradually turned 
off. It will be found that the needles are 
quite difficult to withdraw owing to the 
firmness of the clot formed, and it is often 
well to. reverse the current, making the 
needles negative, for a couple of minutes to 
facilitate withdrawal. 

After the treatment the pile has changed 
from purple-red to gray. It is 
with adrenalin and chloretone ointment and 
pushed well up into the rectum, and a 
suppository of chloretone gr. 5, morphine 
gr. %4, and novocaine gr. 4 inserted. The 
patient is sent home with direction to go 
to bed for twenty-four hours, to take a dose 
of confection of senna and sulphur the 
following night, and is also instructed that 
should the pile prolapse it must be replaced 
at once. 

The process by which the hemorrhoid is 
cured is twofold. The vasa vasorum are 
obliterated, and thus the blood supply is cut 
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off from the walls of the vein, and at the 
same time a firm, closely adherent clot is 
formed in the lumen of the dilated portion. 
There is no necessity to dilate the 
sphincter. 
The treatment is not applicable to very 
large piles nor those that do not protrude. 





Silver Salvarsan in the Treatment of 
Syphilis. 


Watson (American Journal of the Medi- 
cal Sciences, March, 1921) has treated over 
800 cases with silver and mercury and more 
than 6000 injections have been given. Kolle 
states that silver salvarsan contains 22.4 per 
cent arsenic and 14.1 per cent silver. It is 
suggested that silver salvarsan is hydrolyzed 
in the body and set free as true colloids. 
The dose is prepared in ampoules containing 
one-tenth of a gramme, fifteen-hundredths 
gm., two-tenths gm., three-tenths gm. The 
powder is grayish-black and in solution 
takes on an ichthyol brown color. 

It keeps in its ampoules an unlimited 
time. Small cracks in the glass permitting 
the entrance of air cause silver salvarsan 
to become decomposed and thereby made 
poisonous. In giving this preparation Kolle 
recommends 10 Cc. of distilled water to each 
one-tenth gramme of the drug. Injection 
should be given slowly, in doubly distilled 
water. 

Walson summarizes his article as follows: 
According to results obtained from animal 
experimentation, silver salvarsan is the 
strongest spirocheticide as well as being the 
least toxic of all arsenobenzol preparations, 
and nothing has so far developed in its 
clinical application to contradict these 
observations. 

Silver salvarsan deteriorates rapidly when 
exposed to the air, and this deterioration is 
recognized best when the silver salvarsan 
is placed in solution. 

The technique of administration requires 
strict asepsis, freshly distilled sterilized 
water in the proportion of 10 Cc. to each 
one-tenth gm. of silver salvarsan. 

Silver salvarsan powder must be com- 
pletely dissolved before administration. 
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Proper precaution to prevent extravasa- 
tion of the silver salvarsan solution into the 
surrounding tissues is essential. 

Slow administration—i.e., not less than 
one minute. 

If silver salvarsan is used alone probably 
the best treatment (based on the results 
reported in recent literature) is as follows: 

Begin the treatment with one-tenth gm. 
of silver salvarsan, increase dosage to two- 
tenths gm. for women and_ twenty-five- 
hundredths gm. for men as a maximum 
dose, with an interval of four days between 
doses, and never give more than 2 
any one month. 

The results obtained in primary syphilis 
on the Wassermann reaction are as good, if 
not better, than with any other arsenobenzol 
preparation used in combination with mer- 
cury. 

In secondary syphilis the Wassermann 
reaction is reversed to negative as rapidly 
with mercury and silver salvarsan as with 
any other arsenobenzol preparation with 
mercury. 

Mercury should be given with silver 
salvarsan in the treatment of syphilis. 
Whether or not it should be given at the 
same time or following the silver salvarsan 
is another question. In military service it 
is desirable to give the two at the same 
time. 

The effect of silver salvarsan on all 
clinical manifestations of syphilis is decid- 
edly rapid, and appears at least as effective 
as that of any other arsenobenzol prepara- 
tion. 

Alarming effects of silver salvarsan were 
never seen in any of the cases. 

Constant vigilance in the administration 
of all arsenobenzol preparations is essential. 
Particular attention should be given to 
patient’s weight and to a_ beginning 
erythema. Functional kidney and _ liver 
tests are indicated. 

Kolle, Ritz, Galewsky, Hauck and Gen- 
nerich appear to be of opinion that silver 
salvarsan is better than any other salvarsan 
preparation. Boas, Kissmeyer and Miller 
seem to think that silver salvarsan is on a 
par with salvarsan. Dreyfus, Kerl, Schoen- 
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feld, Birnbaum, Lowenberg and Goldberger 
think that silver salvarsan is better than 
neosalvarsan. Hoffmann, Knopf, Scholtz 
and Sinn prefer salvarsan to silver salvar- 
san. Von Nothhaft says he obtains no 
better results from silver salvarsan than 
from other salvarsan preparations. Fried- 
laender, Sellei and Hahn speak of very good 
results from silver salvarsan; Fabry says it 
might well be called upon to supplement or 
supplant neosalvarsan. 





Simple Procedure for Avoiding 
Anaphylactic Shock. 


Under this title in the Medical Record of 
April 16, 1921, this matter is thus discussed : 

Anaphylactic shock can be avoided, as 
Roux, Besredka, Banzhof, and Fumulener 
have shown experimentally, by inducing 
hypnosis before the injection is given, by 
means of chloralose, chloral, or urethane. 
More recently still Kopaczewski and the 
Roffos have noted that it was possible to 
prevent the production of acute anaphylactic 
accidents by means of ethereal solutions 
without going to the extent of producing 
anesthesia, and these observers have 
attributed the preventive properties of all 
these substances to a common physical 
character they present, namely, that of 
decreasing the surface tension of the serum. 
They came to the conclusion that in the 
future all influence of the nervous system 
that has been supposed to exist in the 
genesis of anaphylactic shock is to be dis- 
discarded, as this phenomenon depends 
principally on a reaction of colloidal floccu- 
lation and asphyxia correlated to occlusion 
of the capillary networks by aggregations of 
micelle. Although regarding with reserve 
the part that these observers attribute to 
surface tension in the production of ana- 
phylactic shock, Lumiere and others have 
for some time suspected that the serum 
injection provoked the formation of a 
precipitate in the blood plasma which might 
be the initial cause of the phenomena 
observed. 


This explanation is in accord with the 
well-known fact that when an animal is 
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prepared by the injection of foreign albu- 
minoid matter, its serum at the end of a few 
weeks acquires the property of producing 
flocculation in the solution of albumin 
employed. It is therefore logical to suppose 
that the hemoclastic paroxysm induced by 
the secondary injection of this same albu- 
minoid matter in the prepared animal is 
attributable to the formation in the blood of 
a precipitate susceptible of profoundly 
disturbing the capillary circulation. Richet, 
by injecting an untreated animal with a 
mixture of the blood of a sensitized animal 
and the substance giving rise to the 
paroxysm, obtained the usual results. Briot, 
Friedberger, Friedmann, and several others 
have also provoked anaphylactic shock by 
treating normal animals with mixtures of 
sera reacting on each other and giving rise 
to flocculation. 

In order to verify the above hypothesis, 
Lumiére and Chevrotier have carried out a 
series of experiments with the attempt to 
discover the chemical combinations capable 
of preventing the production of this floccu- 
lation. They injected sheep’s serum into an 
ass in small but repeated doses, and forty 
days after the last injection the ass was bled 
and the serum obtained was distributed in 
tubes to which various substances, including 
sheep’s serum, had been added in order to 
determine those which prevented mutual 
precipitation of the sera. Contrary to what 
they expected, these observers found only a 
very few reagents susceptible of fulfilling 
this condition, the precipitate being remark- 
ably insoluble in almost all the bodies 
essayed, and those which they thought 
would be the best—sodium sulphocyanide, 
sodium ethylosulphate, and sodium hypo- 
sulphite—had not the power of absolutely 
preventing all precipitation. 

On account of its low toxicity, sodium 
hyposulphite appeared to be the best of all 
for the prevention of anaphylactic shock, 
and in order to be assured of the exactitude 
of this supposition these observers prepared 
two lots of guinea-pigs by injecting into 
each 1/500 Cc. of normal sheep’s serum. 
Thirty days later the animals were given 
an intracardiac injection of % Cc. of the 




















same serum, to which was added % Cc. of 
an 8:1000 isotonic solution of sodium 
chloride. Without an exception they all 
died in one or two minutes, after presenting 
paralysis of the hind legs and convulsions. 
In the animals comprising the second lot 
prepared in the same way, the NaCl solution 
was replaced by the same volume of a 
5-per-cent solution of sodium hyposulphite, 
and it was found that no anaphylactic acci- 
dent occurred. The serum in the dose 
which had produced shock in the control 
animals gave rise to no symptom. The same 
experiments were repeated with antidiph- 
theric serum and gave exactly the same 
results. Sodium hyposulphite does not 
appear to destroy or even attenuate the 
properties of the antitoxic sera, and these 
observers are now undertaking experiments 
to ascertain the influence of a prolonged 
contact of these bodies, with the object of 
demonstrating that no ill result ensues from 
the use of such mixtures. They point out 
that they have not yet determined the action 
of sodium hyposulphite so far as late 
anaphylactic accidents or secondary sero- 
logical effects are concerned, but from the 
results so far obtained they maintain that 
we now have a simple and entirely safe 
means of preventing anaphylactic shock. 





Pathological Conditions of the 
Duodenum. 


Jupp (The Journal-Lancet, April 15, 
1921) notes that the duodenum occupies an 
important anatomic and physiologic position 
just distal to the stomach. The upper third 
almost seems to be a part of the stomach; 
at least, it is intimately associated with it 
and with the mechanics of emptying the 
stomach. The duodenum is an important 
organ physiologically because the secretory 
ducts of the liver and pancreas discharge 
into it, and because it has a secretion of its 
own and contains the Brunner’s glands, 
which are not found in any other part of 
the body. It has been shown that in cases 
of acute intestinal obstruction the grave 
manifestations and death are usually due to 
the absorption of toxins formed in the duo- 
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denum, which in very small amount will 
cause the death of an animal. 

In spite of this apparent great importance 
of the duodenum Mann and Kawamura 
have recently shown that many animals 
seem to exist as well after removal of the 
duodenum as before. 

Under normal conditions the duodenum 
maintains a fairly normal position, shape, 
and size, but under some conditions it 
becomes greatly dilated throughout its entire 
length. The dilatation is diffuse, beginning 
at the pylorus, and extending through the 
duodenum and usually into the upper part 
of the jejunum. The lumen becomes many 
times greater than normal; the wall of the 
intestine is thickened, and often it seems to 
be edematous. The clinical manifestations 
of dilatation are those of an incomplete 
obstruction of the upper tract. The diag- 
nosis is usually made by means of the 
Roentgen ray after a barium meal; in some 
cases visible peristalsis is well marked. 

Diverticulum occurs rather often in the 
duodenum. In most instances it is acquired 
and is produced by the contracting scar of 
an ulcer. In many persons pouches form in 
the duodenum, and in some persons these 
pouches become true diverticula. Congenital 
diverticula occur also, although less often, 
and usually they are associated with ulcer. 
The opening of the diverticulum in the 
congenital case is said to be most often on 
the pancreatic side of the duodenum and 
only a short distance below the pylorus. In 
many cases symptoms are not produced, but 
in some cases the symptoms are similar to 
those from ulcer, except that the pain is 
not relieved by food. Under these circum- 
stances it is necessary to remove the diver- 
ticular sac. Interesting cases of diverticu- 
lum of the duodenum have been reported 
by Ritchie and McWhorter, and - one 
recently by Moore. 

Ulceration in the duodenum occurs fre- 
quently. From 1906 to 1921, 4901 opera- 
tions for ulcer of the duodenum were 
performed in the Mayo clinic. Wilkie 
found 41 cases in 490 routine necropsies. 
Undoubtedly these ulcers may occur without 

producing symptoms. Gruber once stated 











600 


that 75 per cent of the duodenal ulcers 
found at necropsy were not diagnosed 
during life; at that time the so-called silent 
ulcer was believed to occur more often in 
the arteriosclerotic patient. Undoubtedly, 
the silent ulcer and failure to diagnose ulcer 
do not occur so often as formerly. It is 
rather unusual that our knowledge of ulcers 
in the duodenum should have been obtained 
by the surgeon from his study of conditions 
at the time of operation and not from post- 
mortem examination. Only after some time 
and much discussion the European patholo- 
gists agreed with the English and American 
surgeons that ulcer occurs in the duodenum, 
and that it occurs there more frequently 
than in the stomach. 

Ulcer of the duodenum may be present at 
any age, although it is most frequent during 
middle life. It occurs four times as often 
in males as in females. If the ulcer is on 
the anterior surface it is always visible, 
and in certain instances can be palpated. 
In many instances it will be found on the 
anterior surface near the upper border. In 
more than 90 per cent of the cases the ulcer 
occurs in the first inch of the duodenum. 
As long as gastroenterostomy was _ per- 
formed in all the cases and the ulcer or the 
duodenum was not disturbed it was difficult 
to get a good idea of the lesion. Now that 
the duodenum is more frequently explored 
by an incision and the ulcers excised more 
often our ideas of the pathologic condition 
have changed. The author has been sur- 
prised to find multiple ulcers so often. A 
posterior ulcer was found in nearly half of 
the cases in which they excised an ulcer 
from the anterior surface, from which fact 
he believes that multiple ulcers occur in 
more than 10 to 20 per cent of cases. Also, 
since a search has been made for ulcer on 
the deep surface several inches from the 
pylorus many have been found at this point. 

The ulceration has been found in two 
distinct forms. In the first the lesion is a 


true ulcer and in every way similar to ulcer 
in the stomach. There is a definite conges- 
tion and stippling of the peritoneal coat, and 
usually the induration is rather extensive, 
so that the lesion can be palpated and 
recognized as an ulcer with a crater. In the 
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second type the congestion and stippling on 
the surface of the duodenum are also 
present, often more marked than in the true 
ulcer type, but usually very little if any 
induration is to be made out in the tissues. 
In many cases palpation of the lesion is not 
different from palpation of any other part 
of the duodenum. On excision instead of 
finding a crater, as in the first type of 
ulceration, we find that the entire surface of 
the mucous membrane appears to be cov- 
ered with normal mucosa and might be 
called a healed ulcer if it were not produc- 
ing symptoms. The entire thickness of the 
ulcerated area of the duodenum is very 
little if any greater than that of the normal 
duodenal wall. If the surface of the 
mucous membrane is examined very closely 
it may be found to contain one or more of 
these pin-point ulcers. Both the submucosa 
and muscularis are usually infiltrated with _ 
round cells, and this infiltration may extend 
little distance into the tissues of 
the wall. To distinguish this type from the 
true crater-ulcer he has called it the duo- 
denitis type of ulceration or the submucous 
ulcer. 

The results of the long-standing existence 
of either type of ulcer seem to be the same. 
The lumen and contour of the duodenum 
become more and more changed. The con- 
tractions of the scars cause puckering of 
the walls and often a stellate contraction, 
which draws in several areas of the edges 
at the same time. Frequently, as a result, 
pouches and diverticula form. Later, 
stenosis causes obstruction, which may 
increase until it is complete; in a few 
instances the duodenum has been severed 
completely as a result of the scar. The 
surrounding structures may become in- 
volved, such as the common duct, the 
ampulla, and the portal vein, but fortunately 
these complications are rare. 

Primary carcinoma or neoplasm of any 
kind is extremely rare in the duodenum. 
In spite of the fact that ulcer is so common 
that we might imagine that carcinoma 
would occasionally occur, primary cancer of 
the duodenum that in any way simulates 
ulcer is practically unknown. In 1918 the 
author reported a series of cases of primary 
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carcinoma in the small intestine. During 
a number of years he operated on prac- 
tically 1700 patients for primary carcinoma 
of the stomach and on nearly 1800 patients 
for carcinoma of the large intestine. Dur- 
ing this interval he observed only 22 cases 
of primary carcinoma of the small intestine ; 
five of these occurred in the duodenum. 


Strangulated Hernia in the Aged. 


Firetp (Boston Medical and Surgical 
Journal, April 21, 1921) observes that 
statistics from the larger hospitals show 
that the mortality incident to acute intes- 
tinal .obstruction, excluding strangulated 
hernia, has not been greatly reduced in 
the last ten or fifteen years. Fortunately, 
the operative mortality of strangulated 
hernia has shown much greater improve- 
ment. 

The factors that have brought about this 
are earlier recognition, less manipulation 
of the hernia mass, operation under local 
anesthesia. 

Every patient suffering acute abdominal 
pain, with or without vomiting or consti- 
pation, should have the inguinal and femoral 
rings examined to ascertain the possibility 
of strangulation. Neglect of this precau- 
tion leads to humiliating and disastrous re- 
sults. The diagnosis of hernia made, it is 
brutal and injurious to use much force in 
the effort to reduce a hernia that is often 
reduced only with difficulty with the parts 
wide open. 

Local anesthesia is particularly suitable in 
the treatment of strangulated hernia, un- 
like many other types of acute intestinal 
obstruction. The point of obstruction is 
at once known without searching for it. 
There is required a minimum amount of 
traction on the abdominal wall and mesen- 
tery and the parts are readily accessible. 

The technique used in these cases (com- 
mon types) is briefly as follows: 

Inguinal hernia. Infiltration of skin and 
subcutaneous tissues along line of usual 
incision with 0.5-per-cent novocaine; then 
the needle is plunged straight down until 
it overcomes the resistance of the external 
oblique aponeurosis. About half an ounce 
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of solution is deposited beneath this struc- 
ture in the position of the ilioinguinal 
nerve. A little is also injected in the region 
of the external ring. After waiting a few 
minutes the incision is then carried down 
to the external oblique. This structure is 
carefully opened near the internal ring and 
the flaps raised, exposing the ilioinguinal 
nerve which lies on the internal oblique 
muscle. The nerve is at once blocked by 
injecting a small amount of solution into it. 

This nerve controls nearly nine-tenths 
of the sensation of this region. The apon- 
eurosis is now cut down through the ex- 
ternal ring and also above the internal ring, 
exposing the iliohypogastric nerve, which 
is also blocked. This nerve lies above the 
arching fibers of internal oblique above the 
ilioinguinal nerve which lies on the internal 
oblique muscle. The nerve is at once 
blocked by injecting a small amount of 
solution into it. 

The genital branch of the genito-crural, 
which lies on the posterior part of the cord, 
can be blocked later on, or, as is usually 
the case, a small amount of solution can be 
injected about the upper part of the cord, 
which accomplishes the same result. Care 
must be taken not to puncture any veins. 
No more novocaine is required except when 
the sac is tied; a little novocaine is then 
injected to render the parietal peritoneum 
insensitive. 

The radical operation is now performed, 
either with or without removal of the tes- 
ticle. In old men, especially, with recur- 
rent hernia, removal of testicle helps to 
prevent recurrence. 

Femoral hernia must be treated differ- 
ently from the preceding. The technique 
is simpler. There are so many nerve 
branches coming into this region from all 
sides that it is necessary to use the infiltra- 
tion method. The skin is injected along the 
line of incision, which is a vertical one; the 
subcutaneous tissues about the sac are also 
injected. The fat is separated from the 
sac. Gimbernat’s ligament must be either 
cut or stretched with a small retractor. It 
is rarely necessary to cut Poupart’s liga- 
ment unless the hernia is very large. If 
cut, it must be repaired later. 
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The neck of the sac is freed carefully 
from the surrounding tissues by finger or 
retractor. There is usually fluid between 
the intestine and sac; occasionally there is 
not. 

It is well to draw out the bowel beyond 
the area of constriction and inspect it. If 
it is reduced first, it will be sometimes dif- 
ficult and dangerous to pull out a diseased 
segment of bowel from within the abdom- 
inal cavity through a small opening. Hot 
salt pads are applied until the circulation 
returns, taking as much time as is needed. 
The bowel is insensitive to pain; it can be 
cut or burned without causing discomfort. 
Traction on the mesentery, however, will 
cause pain. After injecting a little solution 
about the neck of the sac, it is tied off and 
resected, first transfixing it. It is allowed 
to retract within the abdominal cavity, and 
Poupart’s ligament is sutured to the pec- 
tineus muscle and fascia, including in the 
bite of the needle all tissues down to the 
periosteum of the pubic bone. The femo- 
ral vein is retracted carefully when the 
first or external stitch is introduced. Two 
or three other interrupted sutures internal 
to this as far as the pubic spine can then 
be easily put in. 





Mild Contusions of the Abdomen. 


Croucnu (International Journal of Sur- 
gery, April, 1921) asks the question, How 
often is a mild contusion serious? He re- 
ports a number of cases, to wit: one of a 
man who was squeezed by a mine car 
against a wall. The four doctors who 
examined this case believed he had only 
contusion of the back and the abdomen. 
Five hours later he vomited a little food. 
Next day he vomited freely a greenish 
material and complained of some abdominal 
pain. His temperature was normal, but 
the pulse at once went up to 106° and then 
returned to normal. The second night he 
slept well, with no pain. The second day 
his temperature was 99° and his pulse 80. 
General conditions were good. Castor oil 
was followed by four perfectly normal 
movements without any intra-abdominal 
symptoms or any distress. 


On the third day temperature was 99° 
and pulse 84. Fecal vomiting began. Im- 
mediate laparotomy showed a perforation 
of the upper jejunum the size of a lead 
pencil with peritonitis present. The patient 
died. : 

The second case after a fall upon a rock 
pile from a height of sixty feet was bruised 
all over, but especially in the left lumbar 
region. Was diagnosed as suffering from 
a contused back. 

Two hours later this patient vomited food 
containing a slight trace of blood and was 
suffering from pain over the left abdomen, 
with tense abdominal muscles. Five hours 
from his injury his pulse, which was of 
poor quality, began to climb. Six hours 
after his injury exploratory laparotomy was 
performed. No intra-abdominal lesion was 
found, but there was much blood oozing 
from the muscles behind the peritoneum. 
No kidney lesions were detected. At the 
autopsy nothing was found but contused 
muscles in the kidney region, nor was there 
any gross lesion of the gastrointestinal 
tract. 

The third case was struck on the abdo- 
men by a large falling rock. Medical ex- 
amination showed nothing characteristic 
Five hours later there was some slight 
vomiting with abdominal tenderness, but 
not much pain. The- vomiting continued 
and the pulse began to climb. The pain 
increased. Twenty hours after injury 
laparotomy was performed. Complete 
serverance of the upper jejunum was found, 
but no tear in the mesentery. End-to-end 
anastomosis was done. Four days later the 
patient died of lobar pneumonia. The 
author asks as to the symptoms on which 
we may depend to make an earlier diagnosis 
of these apparently mild cases. 

The history of a blow upon the abdomen 
or of a squeezing between two hard surfaces 
is suggestive. 

A distended viscus is more prone to rup- 
ture than an empty one; therefore, stress 
should be laid upon the history of eating, 
of defecation, and of urination. There 
were several cases of ruptured bladders 
in which urination had not occurred for 
a number of hours before injury. A 






























thin person with a small fat cushion and 
with unprotected bone edge is much more 
liable to injure a viscus than is a fat person. 
The frequency with which serious abdoin- 
inal lesions occur as a result of being run 
over by an auto should always place us on 
guard with such a history. 

As to the appearance of vomiting, we 
have often erred in underestimating this 
symptom. The only time vomiting is per- 
haps not serious is when it occurs just at 
the time of injury. If it appears for the 
first time several hours or even longer after 
the injury, it is almost pathognomonic of an 
intra-abdominal lesion requiring immediate 
attention. Too much emphasis cannot be 
placed on this point. 

An increase in the pulse rate always 
means trouble, for in a simple contusion 
the pulse will not rise some hours after 
the injury. However, great stress must be 
laid upon the fact that, in the face of most 
serious lesions, there may be no change in 
the pulse from normal for several days, or 
until sufficient time has elapsed for general 
peritonitis to develop. The combination of 
vomiting and increased pulse rate should 
practically always be a signal for radical 
measures. 

Increasing abdominal pain with contin- 
ued tenderness and rigidity also helps to 
clear up the picture of a serious lesion. 

The absence of blood in the urine or a 
record of several bowel movements should 
not steer us away from other symptoms of 
greater magnitude. 

If we give the patient the benefit of the 
doubt and immediately open every abdomen 
showing any suspicion of trouble within, 
we will occasionally save a life which other- 
wise might be lost, and at the same time do 
no damage to those who show no intra- 
abdominal lesion. 

Finally, neither the watchword of one of 
our political parties (“Watchful waiting’’) 
nor the text applied to this paper (“And the 
Next Day”) can be used in handling these 
cases, for the best results will be attained 
only when we throw aside our ideas of con- 
servation and get in on these cases early, 
before serious damage has been done within 
the abdomen. 
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Intermittent Hydronephrosis. 

BrEWER (New York State Journal of 
Medicine, May, 1921) reports a number of 
cases of interest, in the study of which it 
is evident that in most instances the symp- 
toms were simply those of an intermittent 
hydronephrosis from any cause; and as, in 
the early days of the surgery of the kidney 
and ureter, calculus was the most frequent- 
ly recognized cause of obstructive disease, 
it is not surprising that calculus, some- 
where in the upper urinary tract, was the 
preoperative diagnosis in the majority of 
instances. 

While we are all aware that a sudden 
complete blocking of the ureter in any part 
of its course gives rise to a group of symp- 
toms which are characteristic and rarely 
simulated by any other condition, consist- 
ing of severe paroxysmal pain radiating 
from the flank downward along the course 
of the ureter to the groin, bladder, glans 
penis, or testicle in the male, and to the 
labium or urethra in the female, frequently 
accompanied by vomiting and often sud- 
denly relieved and followed by an abundant 
enuresis, it must be remembered that if 
the obstruction is incomplete the pain may 
be less severe, fixed, and often confined to 
a small area, as the upper right quadrant, 
or the region of McBurney’s point, and may 
thus simulate the pain of a gall-bladder or 
appendix colic. Brewer states that in at 
least one-third of the cases of ureteral cal- 
culus on the right side upon which he has 
operated, there had been performed a pre- 
vious operation for removal of the appen- 
dix or an exploration of the gall-bladder, 
and the author pleads guilty of himself 
having operated on two such cases. 

In cases of subacute hematogenous in- 
fection of the right kidney, the chances for 
error in diagnosis are even greater, as the 
paroxysmal and radiating character of.the 
pain is less marked, and there is almost al- 
ways a rise in temperature and a poly- 
nuclear leucocytosis. 

It is well always to keep in mind this fre- 
quent source of error, and in all doubtful 
cases to search for red cells in the urine, 
examine for the presence of costovertebral 
tenderness, .and if possible secure an -ray 
plate. 











NutTRITION AND CLINICAL Dietetics. By Herbert 
S. Carter, M.A., M.D., Paul X. Howe, M.A., 
Ph.D., and Howard H. Mason, A.B., M.D. 
Second edition, thoroughly revised. Lea & 
Febiger, Philadelphia, 1921. Price $7.50. 
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In the space of a little more than 700 
pages the authors of this excellent manual 
have placed a very large amount of valu- 
able information dealing with the subjects 
named on the title-page of the volume. In 
the present edition they have paid particular 
attention to the chapters on energy, meta- 
bolism, and digestion, and have added a 
practically rewritten chapter on vitamines 
and one on metabolism in pregnancy and 
lactation, with still another dealing with 
the feeding of children over two years old. 
So, too, in Part IV they have increased the 
amount of information as to the subject of 
dietetics in disease in adults, and from time 
to time have stricken out material which 
the advances in dietetic science seem to 
render useless at this time. 

Important topics contain references to 
standard medical literature in foot-notes. 

We note with interest what the authors 
have to say in regard to alcohol as a food. 
They reiterate what we all know, that it is 
capable of yielding energy and, therefore, 
to some extent, substitutes fats and carbo- 
hydrates and spares proteins. As it is not 
converted into sugar by the diabetic, it is 
to him a source of energy. The authors 
straddle the question of the dietetic value 
of alcohol by stating that it is a bone of 
contention between those advocating its use 
in general and their opponents, but they im- 
mediately go on to state that studies of the 
food value of alcohol have shown that from 
90 to 98 per cent of it when ingested in 
small quantities is oxidized, and that the 
addition of the equivalent of 500 calories 
in the form of alcohol, or 72 grammes, to 
a standard diet is practically identical with 
the addition of an equivalent amount of 
sugar. Finally, they admit that small quan- 


Reviews 


tities of alcohol have been demonstrated 
quite clearly to serve as a food. As to the 
value of wines and malt beverages, they do 
not express any definite opinion. 

Once more, therefore, we have published 
a book, founded upon scientific fact, which 
asserts that alcohol some value in 
medicine. 


has 


THERAPEUTIQUE CLINIQUE. 
Martinet. I, Agents Thérapeutiques; II, Tech- 
niques Thérapeutiques; III, Traitement des 
Symptomes; IV, Traitement des Maladies. 
With the collaboration of MM. Desfosses, G. 
Laurens, Léon Meunier, Lomon, Lutier, Mar- 
tingay, Mougeot et Saint-Céne. Masson et Cie, 
Paris, 1921. Volumes I and II. 


These two volumes are complementary to 
Dr. Martinet’s Diagnostic Clinic, as it is 
called ; in other words, they may be consid- 
ered as a second part of that rather en- 
cyclopedic work dealing with diagnosis. 
His Diagnostic Clinic, the third edition of 
which appeared earlier in 1921, discussed 
the methods of examination and the symp- 
toms which are to be studied by physicians 
in the diagnosis of disease. It was richly 
illustrated, many of the figures being in 
colors, and various parts of it were contrib- 
uted by able French clinicians. 

In Volume I of this supplementary or 
complementary publication there is a brief 
introduction as to the study of clinical 
therapeutics, and after this a few pages 
are devoted to a classification of medicinal 
agents, to their doses, incompatibilities, and 
solubility. The real therapeutic portion of 
the volume begins with the consideration 
of medicaments which deal with the circu- 
latory apparatus, in the sense that they are 
stimulants. We find that under this head- 
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ing we have digitalis, strophanthus and 
sparteine, adonis vernalis, camphorated oil, 
and diffusible stimulants such as alcohol, 
ether, and the ammonia compounds. A 
subdivision of drugs affecting the circula- 
tion is devoted to a consideration of those 
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which influence the blood-vessels, first of 
which is adrenalin, followed by ergot, 
hamamelis, and hydrastis, and these in turn 
by the iodides, nitrites, and artificial serums. 

It is not possible for us to give the Tablé 
of Contents of even one of these volumes. 
Suffice it to state that after considering the 
drugs which affect the genito-urinary tract. 
respiratory tract, etc., etc., there is a con- 
sideration of those measures, such as drugs, 
serum therapy, and vaccine therapy, 
which can be instituted against parasitic 
diseases. Dietetic measures are also con- 
sidered briefly, and there is a chapter of 
one hundred pages dealing with physical 
therapeutics, reaching from climatotherapy 
and hydrotherapy to radiotherapy and helio- 
therapy, and there is also a consideration of 
psychotherapy. 

The latter part of the book contains a 
very large number of illustrations showing 
how various remedial measures may be in- 
stituted against pathological conditions not 
only in the chest and abdomen, but also on 
the throat and nose, and genito-urinary 
system. 

The second volume is divided into two 
parts, one of which deals with the treatment 
of symptoms and the second with the treat- 
ment of diseases. In other words, whereas 
the first volume deals with remedial agents 
and measures, the second volume names 
the disease and then proceeds to describe 
how drugs may be applied for its relief. 
As this volume contains about 800 pages 
it is able to cover a very wide field in direct 
therapy. 

Both volumes are ably written and much 
better paper and print work is present than 
is commonly employed in many French pub- 
lications. Those of our subscribers who 
can read French will find an immense 
amount of valuable information and numer- 
ous practical hints in both volumes, and 
those who do not read French will never- 
theless be able to obtain from the prescrip- 
tions and illustrations, which are very 
copious, many useful points which will be 
of value to them in practice. 

There is such a large amount of surgical 
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information included that these two volumes 
will prove almost as useful to the surgeon 
as to the general practitioner. 


PRACTICE OF MepicincE. A Manual for Students 
and Practitioners. By Hughes Dayton, M.D. 
Fourth revised edition. Lea & Febiger, Phila- 
delphia, 1921. Price $2.25. 

The word “Manual” is applied to books 
of such various sizes that the title of this 
little volume in no way conveys an idea 
of its dimensions. It contains a little over 
300 pages, and although the leading is good 
and the type is excellent, it crowds into a 
comparatively small space a very large 
amount of information, and is to be re- 
garded by the teacher more in the style of 
the quiz compend than as a text-book, not 
that the text is in the form of questions and 
answers but because it is necessarily abbre- 
viated. 

The book is small enough to be carried 
by a student in his overcoat pocket, or in 
a large pocket of his jacket. 


CANCER AND Its NoN-SurGICAL TREATMENT. By 
L. Duncan Bulkley, A.M., M.D. William Wood 
& Company, New York, 1921. Price $6. 
Many of our readers know that Dr. 
Bulkley possesses ‘very positive opinions 
regarding the questions concerning cancer 
in regard to its treatment, particularly 
as to the influence which diet may exercise 
upon its development. His statement in his 
Preface that the results obtained by the 
medical treatment of cancer far exceed any 
that can otherwise be secured will strike 
many of our readers as being a bold one 
in view of the very strong opinion held by 
most surgeons that thorough extirpation of 
the growth and its surrounding tissues is 
usually to be practiced and that subsequent 
to operation, radium or the x-rays should 
be skilfully used to destroy any cells which 
the operation has not removed. As in his 
previous contributions on this subject, the 
author emphasizes his strong belief in the 
constitutional nature of cancer, opposing to 
the best of his ability those persons who 
hold that it is primarily purely local in 
nature. 
In order to make his position clear, when 
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advocating non-surgical measures, he goes 
far afield in the discussion of the disease, 
considering the frequency and geographical 
distribution of cancer, its relationship to 
civilization, its histopathology and biochem- 
istry, and then proceeds to its diagnosis and 
prognosis, with a consideration of metas- 
tasis and malignancy. 

In his chapter on diet he emphasizes his 
belief that a low diet and a simple life are 
preventive measures against the develop- 
ment of the disease; or, to use his words, 
proper diet must lie at the bottom of all 
effective medical treatment. 

Finally, quite a long chapter is devoted 
to x-ray and radium treatment. 


Urinary ANALYSES AND DrtaGNosis By MiIcro- 
SCOPICAL AND CHEMICAL EXAMINATION. By 
Lewis Heitzmann, M.D. Fourth edition, en- 
larged and revised. William Wood & Com- 
pany, New York, 1921. Price $4. 

This is one of the largest and most ex- 
haustive books upon this subject, as it con- 
tains more than 350 pages with a copious 
index, and covers, as its title indicates, the 
whole subject of urinary examination. It 
opens with pages devoted to anatomical and 
physiological considerations, and naturally 
discusses after this the normal constituents 
of the urine as well as the abnormal from 
the chemical standpoint. After this are the 
chapters upon microscopical examination 
and upon substances which appear in the 
urine from extraneous sources. Adequate 
attention is paid to the condition of the 
urine in diseases of the renal pelvis, and 
also of the changes produced in this section 
by diseased conditions of the bladder and 
the sexual organs. 

Lastly, so far as the general text is con- 
cerned, there is a special chapter upon the 
determination of the functional efficiency 
of the kidneys by Dr. Dannreuther. Con- 


sidering the large amount of space that is 
devoted to other topics we tegret that a 
greater amount has not been given to this 
very important subject which is constantly 
attracting more attention, and which is rap- 
idly attaining a position of importance 
which threatens to make ordinary urinary 
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examinations almost trivial in some cases. 
The phenolsulphonephthalein test is, of 
course, discussed, as is also the indigo- 
carmine test, to which the author, appar- 
ently, leans favorably. The phloridzin test 
and the methylene-blue test are also given, 
but the method which has been so strongly 
urged by Mosenthal and his fellow-workers 
seems to have been entirely overlooked. 
Nevertheless, as we have already said, the 
book is a good guide for the microscopical 
and chemical studies, which it adequately 


discusses. 
THe ALLEN oR STARVATION TREATMENT OF 
DiasBetes. By Lewis Webb Hill, M.D., and 


Rena S. Eckman. With an introduction by 
Richard C. Cabot, M.D. Fourth edition. W. 
M. Leonard, Boston, 1921. 

Some of our readers will recall that we 
have noticed each previous edition of this 
excellent little book. In the space of less 
than 150 pages the authors give a concise 
description of the so-called Allen method 
of treating diabetes, with detailed direc- 
tions as to the diet which is to be institute 1 
day by day, the quantity of the foodstuffs 
being expressed not only in ordinary meas- 
ures, but in the metric system as well. The 
book also contains a very considerable 
number of recipes for the preparation of 
simple foods which diabetics can take with- 
out disadvantage. Whether it is wise to 
put the book in the hands of patients is 
questionable. For the busy practitioner, 
however, its possession we consider to be 
practically essential. 


A PRACTICAL TREATISE ON DISEASES OF THE SKIN, 
For the use of Students and Practitioners. 
By Oliver S. Ormsby, M.D. Second edition, 
thoroughly revised, illustrated. Lea & Febiger, 
Philadelphia, 1921. Price $10. 

We think it may be said with truth that 
the first edition of Dr. Ormsby’s book upon 
Diseases of the Skin was received most 
favorably by his fellow dermatologists. 
The second edition bears evidence of hav- 
ing been in reality thoroughly revised, and 
is more copiously illustrated than ever, con- 
taining 445 engravings and 4 plates. One 
of the chief difficulties with many other 
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books dealing with dermatology is that they 
are written in such a way as to be useful 
only to those who are already skilled der- 
matologists, with the result that the general 
practitioner, or the student, who attempts 
to study dermatology from their pages 
finds himself swamped by technicalities and 
concludes that the difficulties in the study 
of dermatology are too great for him to 
tackle, the more so because the importance 
of dermatology to the general practitioner 
seems comparatively limited. Dr. Orms- 
by’s pages show that he has recognized 
these faults in other works, and with- 
out in the slightest degree impairing the 
scientific spirit of his contribution, he has 
succeeded in leading the reader step by 
step to the consideration of his subject by 
dealing clearly in the earlier parts of the 
book with the fundamental facts which are 
necessary if a clear conception of diseases 
of the skin is to be obtained. 

Naturally in presenting a book which 
contains nearly 1200 pages he has delib- 
erately made his contribution to medical 
literature an exhaustive one, and therefore 
deals freely with many diseases of the skin 
which are rarely met with. A noteworthy 
fact for the average man is that the illus- 
trations are remarkably good, which is 
rather unusual in books dealing with dis- 
eases of the skin, since it is difficult at times 
to represent skin lesions by either black- 
and-white or colored plates. Another 
characteristic of the book which will ap- 
peal to the general practitioner, as well as 
the specialist, is the inclusion from time to 
time of prescriptions which the author be- 
lieves to be useful in the conditions which 
he describes. 


THE DIAGNOSIS AND TREATMENT OF INTUSSUSCEP- 
TION. By Charles P. B. Clubbe, L.R.C.P., 
M.R.C.S. Second Edition. Henry Frowde, 
Hodder and Stoughton, Oxford University 
Press, 1921. 


This book, the author states, is based 
entirely on experience gained in treating 
two hundred and twenty cases of intussus- 
ception in the last thirteen years. It aims 
chiefly at being practical, and deals mainly 
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with diagnosis and treatment, irrigation 
and its limitations being especially noted 

The author gives a bibliography dealing 
with the principal papers on this subject, 
and states that 98 per cent of these cases 
start either at the ileocecal valve or at the 
lower end of the ileum. Special emphasis is 
laid on the need of careful examination and 
the importance of the history. The treat- 
ment indicated is always that of laparotomy. 
In 253 cases operated on by the author the 
bowel had to be resected sixteen times. 
In the sixteen cases of resection there were 
only two recoveries. 

This is an excellent and instructive record 
of. an extraordinarily large clinical ex- 
perience. 


TREATISE OF FRACTURES IN GENERAL INDUSTRIAL 
AND Miitary Practice. By John B. Roberts, 
A.M., M.D., F.A.C.S., and James A. Kelly, 
A.M., M.D. Second Edition. Illustrated. J. 
B. Lippincott Company, Philadelphia and Lon- 
don. 

The call for a second edition of this 
book is abundant proof of the estimate in 
which it is held by the profession. The 
authors have embodied in their text the 
lessons learned in the world war and 
accepted the dogma that early mobilization 
and massage are of value in restoring 
function and contour in fractures of shafts 
and joint-ends of bones. They reject 
Lane’s teaching to the effect that closed 
fractures require routine fixation 
buried steel plates. They regard with 
renewed enthusiasm suspension traction 
treatment of fractures of the femur and 
tibia and insist upon critical, intelligent and 
frequent examination of fractures instead 
of a too absolute reliance on radiographic 
interpretations by inexperienced laboratory 
workers. 

There has been a general revision of text. 
They insist upon reduction under general 
anesthesia; belief is expressed in ambula- 
tory dressings, the value of opium or 
bromides as supplementary to traction treat- 
ment, and in Buck’s traction method. 

The subject-matter is logical and adapted 
to easy reference. Considerable space is 
given to the operative treatment of closed 


with 
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fracture. The joint method of applying 
traction direct to the bone has scarcely been 
given the attention which its importance as 
an efficient means of treatment deserves. 
The illustrations are excellent and helpful. 
The text is clear and convincing. The 
methods described and advocated are those 
which have received the indorsement of 
those clinicians most skilled in the treatment 
of these injuries. 

Obstetrical Fractures receive due con- 
sideration. There is a final chapter upon 
Industrial and War Fractures. 

This is a useful book to one who is either 
frequently or occasionally called upon to 
treat such conditions. 
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The Use of Guaiacol in Malaria. 


To the Editor of the THERAPEUTIC GAZETTE. 

Sirs: In your June 15, 1921, issue, page 
399, appears an article “The Use of Prepa- 
rations Other than Quinine for Malarial 
Infection,” in which no mention is made of 
the external use of guaiacol. The latter is 
a specific, or nearly so, for the disease, 
much nearer a specific than is quinine. In 
1899, after the Spanish-American War, I 
showed before the Chicago Medical Society 
a number of boys infected with malaria who 
had been treated in the best hospitals in this 
country who were not benefited by quinine, 
and who would have died had it not been 
for discovery of the specific value of the 
drug mentioned. 

My findings were published in Merck’s 
Archives and were quite extensively quoted 
throughout the country, and scores of doc- 
tors from different parts of the United 
States wrote me that they saved many boys 
by the use of guaiacol applied freely exter- 
nally. 

Very truly, 
Cuas. J. WHacen, M.D. 

Cuicaco, IL. 
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~ Notes and Queries 








Spelling of Chemical Terms. 


In an editorial on this subject the British 
Medical Journal of April 9, 1921, states that 
the progress of chemical inquiry, which is 
constantly bringing to knowledge new 
substances and new theories as to the consti- 
tution and relations of various classes of 
substances, is apt to cause confusion in 
nomenclature, especially in spelling. The 
Chemical Society, which publishes abstracts 
of chemical papers published elsewhere than 
in its Transactions, and is therefore among 
the first to feel the inconveniences which 
arise, issued a short time ago instructions 
to abstractors, which included directions 
with regard to spelling of certain classes of 
chemical compounds. It is directed that 
basic substances should invariably be indi- 
cated by names ending in ine—as aniline, 
not anilin. This is in accordance with the 
practice of the British Pharmacopeeia, 
where alkaloids have a final “e,” as mor- 
phine, strychnine. The Chemical Society 
directs that the termination in should be 
restricted to certain neutral compounds, 
such as glycerides, glucosides, bitter princi- 
ples, and proteins—as, for example, pal- 
mitin, amygdalin, albumin. This rule 
applies to vitamin, which should be so spelt 
—that is, without the terminal “e.” It is 
further directed that compounds of basic 
substances with hydrogen chloride, bromide, 
or iodide should always receive names 
ending in ide and not ate, as morphine 
hydrochloride and not morphine hydro- 
chlorate. This rule is, we believe, now 
generally followed in medical writings. 
Another rule relates to hydroxyl deriva- 
tives of hydrocarbons, which should be 
designated by names ending in ol. Alcohols 
should be spoken of as mono-, di-, tri-, or 
n-hydric, according to the number of OH 
groups. Compounds which are not alcohols, 
but for which names ending in o/ have been 
used, are to be represented by names ending 
in ole, if a systematic name cannot be given 
—thus: anisole, not anisol; indole, not indol. 
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